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THE PROVIDENCE LYING-IN HOSPITAL, 1926-1951 


ALFRED L. POTTER, M.D. 


The Author. Alfred L. Potter, M.D., of Providence, 
R.1., Chief of Staff, Providence Lying-In Hospital; 
Lecturer in Obstetrics, Harvard Medical School; Clin- 
ical Professor, Tufts College Medical School. 


n December 1951 the Providence Lying-In Hos- 
I pital will have occupied its present quarters for 
twenty-five years. After a quarter of a century, our 
community may reasonably ask whether its sup- 
port has been fruitful. This resumé of the work 
and its results is offered to answer this question. 

Of our former hospital on State Street, Dr. 
Herbert G. Partridge in his annual report for 
1920 wrote: ““We have more patients booked than 
we can probably care for.—This demand . . . is due 
no doubt to present housing conditions, together 
with a scarcity of nurses and household help. The 
tendency toward hospital care seems to be increas- 
ing each year. We have not refused admission to 
ward patients . . . but patients were discharged 
before the fourteenth day in rush times.” 

As seen in Chart 1, from 1910 to 1926 the num- 
ber of hospital deliveries varied little. It could not 
increase ; the old hospital on State Street was full 
to capacity. The majority of deliveries were con- 
ducted in the home. The hospitals cared mainly for 
the indigent and the emergency patients. The very 
ill, and the complicated or difficult deliveries, made 
up a large proportion of admissions. This very 
large proportion of abnormal cases must be borne 
in mind when statistics of those years are com- 
pared with those of later years. Chart 1 shows the 
number of births by year from 1906 to 1951. With 
increased facilities when the present building was 
opened, note the great increase in hospital births 
starting in 1927. This was not associated with a 
rise in the birth rate. In fact, as seen in Chart 2, 
the birth rate for city and state was going down. 
The next big increase in hospital births from 1936 
does reflect a tremendous birth rate increase. By 
1941 the Providence Lying-In Hospital was sev- 


*Presented at Providence Lying-In Hospital Alumni Day, 
at Providence, R. I., October 10, 1951. 
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enth in the United States in number of confine- 
ments. Since then it has been close to the top, hold- 
ing second place in three of the last ten years. About 
7000 babies are now delivered yearly. 

The striking feature of Chart 1 is the descend- 
ing curve of maternal deaths per 10,000 live births. 
It seems incredible that a mortality rate for the 
years 1901-1905 could be one hundred times that 
for the period 1946-1950. In the first group one 
birth in twenty in Providence occurred at this hos- 
pital, and these included one-fourth of the maternal 
deaths in the city. The emergency patient, the very 
ill or complicated case, is still admitted as she has 
always been. Today however, the public acceptance 
of the hospital as the proper place to have a baby 
has, by the influx of normal cases, so diluted the 
former high proportion of abnormal cases that we 
now have more nearly a true cross-section of ob- 
stetric practice. About 98% of all births in Provi- 
dence now occur in hospitals. 


Population Trends 


Chart 2 shows several interesting things. The 
population of the city and state has remained about 
stationary since 1916-1920. However, 61% of the 
births in Rhode Island took place in Providence in 
the last five-year group, as compared with 44% in 
1926-1930. This represents the influx of patients 
from the surrounding communities as obstetrical 
facilities became available here. In the last five years 
at the old hospital, 1921-1925, the births were 17% 
of the city total. In the 1946-1950 period this hos- 
pital delivered 67% of the city’s and 40% of the 
state’s babies. 

An interesting economic sidelight is shown in 
the last four columns, in which the lower unshaded 
portion is the number of private patients. The pro- 
portion rose from 31% in 1931-1935, to 38% in 
1936-1940, 69% in 1941-1946, and 83% in 1946- 
1950. Prepay insurance plans have accentuated the 
shift begun by the recovery from the depression 
years. This trend has created many problems in 
hospital administration, and the increasing lack of 


clinical teaching material is being felt. 
continued on next page 
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AND FIVE YEAR TOTALS. 


PRIVATE PATIENTS 83% 


23 7.6 
16 


Deliveries are grouped into five-year periods. Total con- 
finements noted at the top, and total maternal deaths at 
the foot of the column for each period. Numerals along 


Maternal Mortality 


Maternal deaths reached a peak in the years of 
the great influenza pandemic of 1918-1920, when 
the pregnant woman stricken with flu was practi- 
cally doomed. From that high point the maternal 
mortality curve plummets downward. The total 
figures for the city include deaths in this hospital. 
In the last five years we cared for two-thirds of 
the patients with 16 maternal deaths. The remain- 
ing 25 maternal deaths from puerperal causes oc- 
curred in the one-third delivered elsewhere. From 
these figures should be deducted the deaths from 
septic abortion and ectopic pregnancy, which fall 
to the care of the gynecological services of the 
general hospitals. 

The maternal mortality for the last five years 


was: 
Lying-In Hospital — 16 in 34,480 births — 0.45 
per 1000 
£ City of Providence — 41 in 52,000 births — 0.8 
| per 1000 


Rhode Island — 78 in 86,473 births —0.9 per 
1000 


1,151 


Chart 1 


delivery line denote national standing of this hospital in 
total deliveries for the year. 


In 1949 the maternal mortality rate for the 
United States was 0.9 per 1000, the first time any 
large nation achieved a rate below 1 per 1000. To 
be sure Denmark, with a population of 4,500,000 
about the size of some of our larger cities, reached 
0.9 in 1948. There were 26 states in this country 
lower than 0.9 for the last year reported. 

I wish that the propaganda experts in Washing- 
ton, who have pilloried American obstetrics for 
many years when asking for funds to enlarge their 
topheavy personnel, would now exhibit the same 
enthusiasm in telling the women of this country 
that the average care in childbirth in the United 
States is as good as anywhere on earth, and far 
better in the majority of states. 


Toxemia 


In 1933 the three major causes of maternal death 
in this country were, in order of importance, in- 
fection 27%, toxemia including eclampsia 24%, 
and hemorrhage 10%. Fifteen years later in 1948 
the total deaths from all causes had fallen tremen- 
dously, and there was a change in the order. Tox- 
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emia with 27% had usurped first place from infec- 
tion. Infection was now 23%, and hemorrhage had 
risen from 10% to 19%. 

Our experience with toxemia and eclampsia is 
shown in Chart 3. We can safely assume that the 
majority of very severe cases of toxemia and almost 
all the eclamptics in the earlier years, as well as in 
the later years, were hospitalized. The decreasing 
incidence of eclampsia can be partly accounted for 
by the great increase of normal cases in the hos- 
pital population. The parodoxical rise in the inci- 
dence of preeclampsia can be explained on the basis 
of better classification. To be classified as toxic in 
the early days, a patient had to be in really poor 
condition ; and in the years before the routine use 
of the sphygomanometer, gross edema or incipient 
convulsions were a prerequisite. In the last twenty 
years the milder stages of preeclampsia have been 
recognized, classified, and treated with increasing 
frequency, especially since 1940 when the present 


Chart 2 


1926- 1931- 19; 


1930 1935 1940 1945 


American Committee classification was adopted. 
However, even with the inclusion of these milder 
cases in recent years, the downward trend of inci- 
dence has been remarkable. 

The most heartening feature of this chart is the 
mortality rate. In the last three five-year periods, 
with the same standard of classification, total deaths 
dropped from 12 to 4 to 2, and the mortality rates 
from 2.1% to 0.8% to 0.4%. 

Eclampsia is a condition not affected by changes 
in classification. There is no uncertainty when a 
woman has a convulsion, We can assume that in 
all the years charted we have cared for a large 
proportion of the eclamptics in the community. 
Hence the great reduction in total cases rather 
exactly reflects the reduction in eclampsia in the 
pregnant population. These cases used to be sent 
to the hospital as to a house of refuge, often mori- 
bund. Dr. Partridge reported in 1912: “Of the 


large number of patients who died of eclampsia 
continued on next page 
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(11), eight were comatose on entrance”. Unless 
the initial state of the patients is borne in mind, it 
is unfair to the staff of the hospital in those heroic 
years to comment on relative mortality figures. In 
the fifteen years 1911-1925 there were 86 deaths in 
359 eclamptics, a rate of 24%. In the twenty-five 
years 1926-1950, only 28 of 299 cases died, a rate 
of 9.7%. 

There is less eclampsia today. Usually but not 
always it is preventable. When it does occur we 
have better methods, drugs, and know-how to 
treat this terrifying condition, To put it another 
way, forty years ago eclampsia was seen 19 times 
as often in this hospital as it is now; and it is now 
8 times as safe to have it. No one factor can be 
given credit for this. Conservatism instead of ac- 
couchment forcé ; a modified Stroganoff or “Dub- 
lin” method adopted in 1924; the work of Strauss 
and others on high protein—low sodium diets ; the 
work of Arnold and Fay on dehydration in the 
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middle 1930’s; and the increased attention drawn 
to the toxemia problem by the Committee on Ma- 
ternal Welfare have all contributed. These are ail 
minor in importance compared with the increased 
awareness of the need of, and demand for, adequate 
prenatal care on the part of the public; and the 
increasing number of better trained and alert doc- 
tors to furnish it. 


Methods of Delivery 

There has been almost complete abandonment of 
certain methods of delivery, once resorted to by 
choice or necessity. High forceps, version and ex- 
traction, manual dilatation of the cervix, and bag- 
ging were all used to hasten delivery when imme- 
diate delivery was paramount. The incidence of 
their use for all purposes, eclampsia, dystocia, 
placenta previa, and premature separation of the 
placenta, has fallen almost to zero. The abandon- 
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The ascending broken line shows total deliveries for the 
five-year periods. The adjacent columns are the total ma- 
ternal deaths from all causes: Unshaded are miscellaneous 
deaths; solid black the deaths from preeclampsia; and 
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Chart 3 
shaded are deaths from eclampsia. At the foot of each 
column, below the dates, are the total number of cases of 
preeclampsia and eclampsia, in descending order. 
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ment of their use going hand-in-hand with im- 
proved results is not purely coincidental. 

High forceps has practically disappeared, being 
performed only ten times in the last five years in 
over 34,000 deliveries. Version and extraction is 
an operation now usually reserved for the delivery 
of the second of twins, or for malpresentations with 
no other unfavorable features. Manual dilatation 
is seldom done now, at least intentionally or ad- 
mittedly. Bagging is obsolete. There were 135 bag- 
gings done in 8318 deliveries in 1926-1930; there 
was only one in the last ten years. 

All this does not mean that the present day obste- 
tricians have weak backs or lack fortitude. The 
availability of the extraperitoneal, or even the low 
transperitoneal, section as a safe way out of the 
dilemma of the potentially infected patient who 
must be delivered, no longer makes mandatory the 
use of these traumatic procedures. 


Premature Separation of the Placenta 

The three major obstetrical catastrophies, 
eclampsia, placenta previa, and premature sepa- 
ration of the placenta, have usually been hospital- 
ized, which accounts for the high incidence in the 
total deliveries of earlier years. Premature sepa- 
ration is often a complication of toxemia. It might 
be expected to follow the same pattern of lowered 
incidence and mortality, with the improvements in 
treatment in recent years, as has toxemia. The rise 
in incidence in the last five years, as shown in 
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Chart 4, therefore requires an explanation. 

or the fifteen years 1931-1945 we shared with 
the Chicago Lying-In Hospital an incidence only 
half that of the Boston Lying-In. We had been 
making the diagnosis on purely clinical grounds ; 
and had not included the many cases which were 
clinically relatively insignificant, nor the occa- 
sional case which can be detected only by patho- 
logical examination of the placenta. In the last five 
years we have been more liberal in diagnosis and 
classification. For 1946-1950 there were 301 cases 
of premature separation in 34,480 deliveries, an 
incidence of 87 per 10,000, without one maternal 
death. There have been many cases when only a 
well stocked blood bank, and in several instances 
of associated afibrinogenemia only the use of 
fibrinogen, saved the patient’s life and preserved 
this record. 


Placenta Previa 

Placenta previa will always afflict pregnant 
women. Rigby properly called this major obstet- 
rical complication “unavoidable hemorrhage” when 
he differentiated it in 1775. I know of no factor 
which can influence its occurrence, except that the 
trend to smaller families may slightly lower its in- 
cidence, because of its predilection for the grand 
multipara. 

As seen in Chart 5, in the later years, when the 
number of patients in the hospital more truly rep- 


resents a cross section of all pregnancies in the 
continued on next page 


PROVIDENCE LYING-IN HOSPITAL 301 
— 


PREMATURE SEPARATION OF THE PLACENTA 


1.% 


1941-1945 


Chart 4 


= 
he 
130 
108 AAicIDENCE 
PER 10,000 
CONFINEMENTS. 
72 r 71 
49 
MORTALITY RATE 93 
PERCENTAGE DEATHS. 
6 
\ 1% 
52 108 59 
29 CASES id 
|e 15 5 
DEATHS 0.08 
516-1920 1921-1925 1926-1930 1931-1935 1936-1940 


654 


PROVIDENCE LYING-IN HOSPITAL 
PLACENTA PREV 
(1907-1950) 


RHODE ISLAND MEDICAL JOURNAL 


N 


COMPLETE 180 (75%) 


me Me | 
ozs 
22 CASES 
1907-1910 1911-19 921-1925 1926-1930 1931-1935 1936-1940 941-19 


community, placenta previa parallels the number 
of deliveries. This incidence of placenta previa can 
not be lowered. The significant feature is the fall- 
ing mortality rate. In each of the past five-year 
groups there was only one death from placenta 
previa. Not shown here, but of supreme interest to 
the patient, is the tremendous reduction in the fetal 
loss of later years. The increased resort to Ce- 
sarean section, the availability of blood for trans- 
fusion, and better diagnosis by soft tissue X-ray 
technique, have made possible the improvement. 

It was formerly postulated, and still is by some 
obstetricians, that once the diagnosis of previa is 
made, treatment should be instituted at once and 
the uterus emptied of its dangerous contents. We 
believe, and seem justified in this belief by our 
results, that such haste is not always indicated. 
If the “herald bleeding” has subsided, and the pa- 
tient is willing to take the slightly added risk of 
delay, it is proper to permit gestation to precede 
to viability before interfering. Provided, of course, 
that the patient is in the hospital, with blood 
matched, and all preparations made to section at 
once if serious hemorrhage recurs. In the last three 
five-year periods the use of section in treating this 
condition has been (1936-1940) 27%, 1941-1945) 
57%, and (1946-1950) 66%. Our results both for 
mother and baby fully justify the continued use of 
what is really a conservative treatment. 


Cesarean Section 
Until 1926 the classical Cesarean section, and 
an occasional Porro (or more properly a Cesarean- 
hysterectomy ) was done. In that year Dr. Edward 
Cameron introduced the vertical low segment oper- 


Chart 5 


ation. In 1928 Dr. John G. Walsh adopted the low 
transverse section, which almost without exception 
has been the operation now used for many years. 
In 1940 the writer did the first extraperitoneal sec- 
tion in this hospital. Long before the sulfa drugs 
and antibiotics, the introduction of the low segment 
operation cut the section mortality in half. The 
abandonment of the classical operation widened 
the former rigid indications, and restrictions were 
removed or lessened. Almost all high forceps, and 
many traumatizing mid-forceps, with their asso- 
ciated hemorrhage and sepsis were replaced by the 
surgically more conservative section. We have 
never had a mortality with the extraperitoneal sec- 
tion, although it has been used in cases which for- 
mer experience would have condemned to craniot- 
omy or very difficult high forceps. We feel that 
every obstetrician should be able to perform this 
operation if necessary. Although most transperi- 
toneal sections can weather some infection, we 
hesitate to put all our trust in antibiotics in the 
face of almost certain intrauterine infection. 

Hysterectomy is not done as a method of com- 
batting infection, since we have the extraperitoneal 
route. It is used to remove a complicating patho- 
logical uterus: one having a large or degenerating 
fibroid, or the Couvelaire uterus in which the myo- 
metrium is fragmented by infiltration in separation 
of the placenta. 

With the increased use of section there are 
more repeat sections, which have increased in the 
last five-year periods from 25.5% to 27.5% to 
29.0% progressively. With the low transverse op- 
eration, and lessened danger of rupture of the scat 


il 
= a 
\ il 
n 
t 
| 
h 
f 
| 
b 
1! 
is 


in subsequent pregnancies, fewer women are made 
obstetrical cripples by the primary operation. Many 
are permitted to deliver vaginally in subsequent 
pregnancies, provided disproportion was not the 
indication for the first section. Many have had far 
more than the two sections to which tradition for- 
merly limited them. One patient has had nine sec- 
tions, with the uterus and abdominal contents still 
apparently in their pristine condition. 

Chart 6 shows our experience with sections. 
Deaths following section were 5, 1, and 2 respec- 
tively for the last three five-year periods. There 
has been no death from sepsis following section 
since 1939, although there were 2302 operations 
from that date to the end of 1950. In the last five- 
year period 1946-1950, with an operative incidence 
of 4.2% and 1467 sections, there were two deaths. 
The tremendous improvement in the safety of the 
operation in spite of wider indications may be seen 
by comparing two series: one reported by Dr. Ed- 
ward Brackett for 1912-1922 inclusive, and the last 
five-year period 1946-1950: 


Section 
Deaths 


Deaths Rate and 
Total All er Total Section Mortality 

Deliv. Causes 10,000 Sections Rate Rate 
1912-22 8,096 175 215.0 89 11% 6—6.7% 
1946-50 34,480 4.5 1467 4.2% 2—0.14% 


& 


SECTIONS 
(1927-1950) 


1927-1930 1931-1935 


PROVIDENCE: LYING-IN HOSPITAL, 1926-1951 


PROVIDENCE LYING-IN HOSPITAL 


1936-1940 


Chart 6 
Total deaths following section are shown at the base of the column for each of the last three periods. 
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This present day safety makes it easy to see how 
a young staff member, whose only experience has 
been gained in recent years, may chafe at the con- 
servatism shown by some of us. The experience of 
the older men covers the period when, throughout 
the country, one in every twenty women under- 
going a section died. 

We do relatively fewer sections for dispropor- 
tion now (57% ) than in the earlier periods (69% ). 
As might be expected, repeat sections have risen 
from 23.6% to 29.0%. Sections for previa have 
risen from 7.2% in the earlier periods to 16.0%. 
The use of section for toxemia and placental sepa- 
ration differs little, being formerly 19.1% and now 
16.7%. There is an increase for miscellaneous indi- 
cations from 4.5% to 11.0%. This includes dia- 
betes, which is an increasing problem as more ju- 
venile diabetics survive into the child bearing age. 
Section is more freely used for the elderly primi- 
para, the infertility patient, and the woman who 
has had a vaginal plastic operation. 


SUMMARY 


These charts show the quantity of work done 
at the Providence Lying-In Hospital in the last 


twenty-five years. Its quality has been measured 
concluded on page 668 
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MODERN TRENDS IN OBSTETRICS* 


FREDERICK C, IRVING, M.D. 


The Author. Frederick C. Irving, M.D., of Brookline, 
Mass. Consulting Obstetrician to the Boston Lying-In 
Hospital; William Lambert Richardson, Professor 
Emeritus, Harvard Medical School. 


* 1915, the first year in which figures are avail- 
able for the National Registration Area, the 
death rate in the United States for women in child- 
birth was 6.1 per 1000 live births. In 1948, the most 
recent year for which data have been published, it 
was 1.2 per 1000 live births. A number of factors, 
some comparatively recent, have caused such an 
amazing improvement in obstetrics that it surpasses 
the achievements in any other branch of medicine. 
But before considering these beneficent influences 
let us glance through the American Journal of Ob- 
stetrics and Diseases of Women and Children for 
1912, the year I began practice, and see what inter- 
ested obstetricians at that time. 

There were 14 articles on eclampsia and eclamp- 
togenic toxemia, whereas in the American Journal 
of Obstetrics and Gynecology in 1950 there were 
only 4+. Asa B. Davis of the New York Lying-In 
Hospital in 1912 reported 147 Cesarean sections 
with a mortality of 8.2 per cent; today collected 
statistics show a death rate not over 0.5 per cent. 
Apparently in those days abdominal hysterotomy 
was not considered entirely safe for there were sev- 
eral articles on pubiotomy and even one on vaginal 
Cesarean section at term. A number of papers 
appeared on the training of midwives. Prodigies 
of nature existed in those days. One case was de- 
scribed in which birth occurred simultaneously 
through the vagina and rectum and another in 
which the infant emerged through the perineum 
without injury to the vulva or anus. A fascinating 
therapeutic measure for the cure of dyspareunia 
was advanced. The ingenious essayist introduced a 
dilating bag into the vagina, filled it with water, 
and then drew it out—a maneuver calculated to 
end any further foolishness on the patient’s part. 

The three chief causes of maternal deaths then 
were puerperal infection, eclampsia, and hemor- 
rhage; and they are the same now. Thanks to the 
sulfonamides and the antibiotics as well as to im- 


*Presented at the Providence Lying-In Hospital Alumni 
Day, at Providence, R. I., October 10, 1951. 


proved technique, deaths from puerperal infection 
at present are the greatest rarities. At the Boston 
Lying-in Hospital the maternal mortality from 
sepsis following the introduction of the sulfona- 
mides in 1936 fell to one half of its former figure 
and in the 7 years since 1944, the year penicillin 
was first used, there has been only one death from 
this cause in over 38,000 deliveries. Equally good 
results have been obtained in other similar hos- 
pitals. 

Because of prenatal care, proper diet, and prompt 
termination of pregnancy when pre-eclamptic pa- 
tients fail to improve under treatment, eclampsia, 
except in some of the southern states, is now an 
uncommon disease. Whenever convulsions do oc- 
cur conservative treatment with sedatives, anti- 
convulsants and delay in effecting delivery until 
improvement is noted has reduced the mortality to 
about 1.5 per cent. 

The discovery by Jansky in 1907 that there were 
four blood groups, the publication in 1914 by 


' Lewisohn of the citrate method of transfusion, and 


the identification by Landsteiner and Weiner in 
1940 of the Rh factor have made transfusion safe 
and simple, but in most urban centers at least hem- 
orrhage is still the most frequent cause of maternal 
death. Almost always, however, in such cases it 
results because the attendant did not realize the 
gravity of the patient’s condition or failed to act 
promptly. 

In placenta previa, unless the infant is dead 
or non-viable, Cesarean section has become the 
method of choice, and with supporting transfusion 
a mortality of not over 1 per cent may be expected. 
Moreover, it doubles the chances for the baby over 
pelvic delivery. In premature separation of the 
normally implanted placenta of the type with in- 
ternal bleeding the best policy seems to be one of 
conservatism consisting of rupture of the mem- 
branes, the administration of small doses of pitui- 
tary extract with or without a firm abdominal 
binder, and to await the outcome of labor. If ute- 
rine contractions do not supervene or no progress 
is made, one is forced to resort to Cesarean sec- 
tion, bearing in mind that the usual mortality in 
that event is about 15 per cent as contrasted with 
3 per cent when conservative measures suffice. 
Transfusion, it is needless to say, should be ade- 
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MODERN TRENDS IN OBSTETRICS 


quate; moreover, the injection of fibrinogen, as 
advocated by Moloney, Egan, and Gorman will 
save many lives that might otherwise be lost 
through the uncontrollable oozing that sometimes 
complicates this condition. 

Obstetricians are beginning to realize that the 
third stage of labor has its own definite mechanism 
and that it should be allowed to complete itself 
without interference. Following the birth of the 
infant, unless there is alarming bleeding, the sub- 
stitution of the Brandt maneuver after all signs of 
placental separation are present for the traumatiz- 
ing Credé method has resulted in much less post- 
partum hemorrhage. The isolation in 1928 by 
Kamm and his associates of the oxytocic factor in 
pituitary extract and the demonstration in 1932 by 
Moir of the active principle of ergot have proved 
of the greatest possible value. 

It is difficult to decide whether the general ob- 
stetrical attitude today should be called conserva- 
tive or radical ; perhaps it is better to beg the ques- 
tion and describe it as liberal. Certainly the general 
abandonment of manual dilatation and high for- 
ceps has been most salutary. Moreover, with the 
general improvement in treatment of medical dis- 
eases that has occurred in recent years internists 
have ceased to regard a coexistent pregnancy as 
another malady which should be terminated 
promptly. Therapeutic abortion, therefore, is 
rarely indicated today. On the other hand the fre- 
quent resort to Cesarean section, in many cases 
when it is unnecessary, can hardly be called reac- 
tionary. It presents an easy escape from many dif- 
ficulties, some real but many fancied, and it has 
become comparatively safe as indicated by the mor- 
tality in large clinics which is in the neighborhood 
of 0.5 per cent. Possibly the obstetricians who per- 
form the largest number of these operations may 
not be greatly skilled in operative pelvic delivery 
and therefore in this way they may obtain more 
live babies and fewer damaged mothers. 

Low forceps deliveries if the vertex is actually 
on the perineum, even in the inexperienced hands 
of house officers and residents in lying-in hospitals, 
have been attended by no higher maternal or fetal 
mortality than if the patients had delivered them- 
selves normally. In such cases, however, there have 

“been more anterior and third degree tears than 
occur in the practice of accomplished operators. 
There is no question that routine episiotomy is 
desirable, for it prevents injury to the pelvic struc- 
tures and often prevents the necessity for later 
plastic operations. 

Artificial rupture of the membranes to induce 
labor has almost superseded the use of the dilating 
bag. Provided the os is somewhat dilated and the 
cervix partially effaced it is seldom productive of 
harm. An ethical question might be raised as to 
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whether or not it is justified to suit the convenience 
of the patient or the doctor, but so long as both 
are honest in their attitude and understand why 
the procedure is undertaken, this point is not a 
very pressing one. 

Some years ago the late Joseph B. DeLee in- 
veighed against the use of pituitary extract to 
stimulate a tardy labor. He presented pictures of 
ruptured uteri and even uttered the ill-considered 
statement that an obstetrician who administered 
this drug before the birth of the infant should be 
liable to criminal prosecution. Given in the large 
amounts and under the circumstances described by 
him there was some truth in his contention but 
today with a carefully standardized product used 
in proper cases in fractional doses this objection 
does not hold. On the other hand obstetricians gen- 
erally have found it a valuable means of shortening 
long and exhausting labors, preventing maternal 
lacerations, and sparing the baby intracranial dam- 
age from prolonged pressure against the pelvic 
floor. 

From time to time medicine has been subject to 
certain fads, foibles, and fancies and obstetrics has 
been no exception. Not long ago the Potter version 
was the fashion, but after most practitioners of the 
specialty found that they could not perform the 
operation as well as the individual who publicized 
it and that even he lost more infants than at first 
appeared, it fell into disfavor. At the present time 
we are faced with two so-called novelties ; the “nat- 
ural childbirth” of Grantley Dick Read and “de- 
mand feedings.” Read’s method puts obstetrics 
back to 1846, the year that Simpson first used anes- 
thesia to relieve the pains of labor. The chief argu- 
ment of the advocates of demand feedings, a device 
that substitutes chaos for discipline, that the indoc- 
trination of regular meal habits in infancy may 
cause a feeling of frustration in later life, is not 
worthy of serious comment. Both of these ideas 
are favorites with certain humorless young grad- 
uates of women’s colleges—the type of patient one 
has no hesitation is referring to a younger colleague. 

At the present time we are running the gamut 
between no anesthesia at all and forms of anes- 
thesia that have a distinct degree of danger. Hap- 
pily the enthusiasm for caudal block is on the wane, 
but spinal anesthesia is still popular despite the fact 
that it carries more risk than that produced by in- 
halation. In 1950 Kennedy called attention to the 
crippling neurological injuries that may be so pro- 
duced not only in surgery but in obstetrics, and no 
obstetrician of experience is unaware of several 
instances of sudden death that have accompanied 
its employment in Cesarean section. There are of 
course certain occasions when spinal anesthesia 


offers definite advantages to the mother or her in- 
continued on next page 
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fant, but if one is aware of its dangers its routine 
use in obstetrics is indefensible. 

It is almost six years since I have had any con- 
tact with medical students but unless they have 
changed—which I doubt—it is safe to say that they 
possess a considerable amount of scientific knowl- 
edge, some of which is useful. Their clinical ability, 
on the other hand, seems to be less than it was sev- 
eral decades ago and certainly they are far less 
capable midwives. Their lack of practical obstet- 
rical knowledge is due largely to the disappearance 
of out-patient districts in most of the large cities 
and to the diminishing number of public ward cases 
available for their instruction. This lack of clinical 
experience is reflected later in the house-officers 
and residents in lying-in hospitals, where the visit- 
ing staffs are apt to think them more capable than 
they really are and to delegate to them more re- 
sponsibility than they are fit to take. At this point 
I should like to insert a parenthetical statement 
which has nothing to do with professors of obstet- 
rics but applies to professors in general in medical 
schools. For 16 years I served on a number of sub- 
committees whose function it was to consider can- 
didates for clinical chairs that had become vacant. 
I heard the scientific attainments of these individ- 
uals discussed in great detail and their bibliogra- 
phies reviewed at considerable length, but never 
once did I hear it mentioned that the individual 
under discussion was an able and _ stimulating 
teacher or that he was a wise and skillful practi- 
tioner of the art which he was supposed to expound. 

Science has contributed greatly to obstetrics in 
the last 25 or 30 years, but few of these gifts have 
been made by obstetricians. In 1923 Painter proved 
that the sex of the offspring was determined, al- 
though unwittingly, by the male parent. The Shah 
of Iran, who divorced his attractive young wife 
because she bore him only girls, did not stand on 
firm biological ground. The classification of abor- 
tuses by Streeter in 1929 showed that about 70 per 
cent of pregnancies terminating spontaneously in 
the early months were due to defective germ plasm 
and so beyond the patient’s control. The Aschheim- 
Zondek test in 1928, Friedman’s modification in 
1931, and the South African clawed-frog test of 
Shapiro and Zwarenstein in 1934 are all contribu- 
tions in daily use. The establishment of fetal intra- 
uterine respiration as a scientific fact by Barcroft 
in 1935 and by Snyder and Rosenfeld in 1937 has 
explained why the baby takes its first breath, The 
outstanding embryological discovery of the half- 
century was that of the 7% day ovum by Hertig 
and Rock in 1945, From the prophylactic point of 
view the recommendation of Olive Smith that large 
doses of stilbestrol be given to women who have 
aborted previously or have suffered from similar 
accidents in pregnancy appears to possess consid- 
erable promise. 
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Not much real progress has been made in late 
years in solving the cause of eclampsia. The amount 
of chemicals, blood, and urine that has gone fruit- 
lessly down the sinks of numerous laboratories is 
incalculable. About all that has been discovered is 
that the plasma proteins, normally low in preg- 
nancy, are even more reduced in toxemia, and that 
sodium, which is retained during normal gestation, 
is accumulated to an even higher degree in this 
condition, 

After my graduation from the Boston Lying-in 
Hospital, having very little to do in private prac- 
tice, the idea seized me to conduct some scientific 
investigation. That year the Abderhalden test for 
pregnancy had just been published. One obtained 
blood from an individual, placed it in a dialyzing 
tube, and treated the dialyzate with a chemical 
which if positive turned it, as I recall, an entranc- 
ing shade of blue. I tested a number of women at 
full term in the hospital and was pleased to find 
that they were pregnant, a fact of which I already 
held more than a lingering suspicion. For controls 
I then obtained blood from some nurses and was 
shocked to find that according to the test as I per- 
formed it, a few of them, although young women 
of irreproachable character and unassailable vir- 
tue, also appeared to be pregnant. Puzzled by these 
findings I next tried my own blood, only to find 
that I too might expect a baby. At that point I 
abandoned scientific investigation and I have never 
resumed it. 
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Bio Providence Lying-In Hospital is a remark- 
able high-grade institution. It was that years 
ago when it was on State Street, and now it has 
accentuated and enlarged all its good qualities. 

In its State Street days there was a strange com- 
bination of specialties practiced by a number of its 
visiting men. They were obstetricians at this hos- 
pital and internists at other hospitals. One of them, 
however, whom we think we might call the father 
of obstetrics hereabouts, Dr. Rufus Herbert Carver, 
whatever he had been in his younger days, was most 
decidedly devoted heart and soul to obstetrics by 
the time we came around. If the members of the 
present staff practice any other specialty it is a 
closely related gynecology. 

Last year the Lying-In celebrated the completion 
of twenty-five years in its new building. It looked 
tremendous when it was built. We understand that 
its staff and the Trustees now think it is altogether 
too small. Were the young mothers allowed a com- 
fortable few weeks of convalescence now as they 
were in the State Street days it would of necessity 
he tremendous. Even in its present size its pro- 
duction puts it easily very close to the top in size 
of the hospitals of the country. 

This number of the Medical Journal is given up 
to a series of papers emphasizing the changes in 
obstetrics which have taken place in twenty-five 
ycars throughout the country, and most particularly 
in this institution. 


PROVIDENCE LYING-IN HOSPITAL 


Dr. Frederick C. Irving, for many years Pro- 
fessor of Obstetrics at Harvard, and a close friend 
and associate of a number of the members of the 
staff here, summarizes in his characteristic, concise, 
snappy manner what has been going on in general. 
Several of the younger men, and one whom we 
presume may almost be considered middle-aged 
now, have contributed monographs on the especially 
important obstetrical problems. In our opinion they 
are remarkably well-prepared, meaty articles. 
Morris Fishbein used to say that doctors had to take 
running starts when they wrote a medical paper. 
They did not get down to their subject until they had 
made some long preliminary flourishes. Observe how 
Dr. Turner, in his opening words, outlines the prob- 
lem he is discussing. “To permit any woman to 
deliver vaginally an infant or infants following 
previous caesarean section is condoned by some, 
endorsed by others, and outlawed by a third group.” 

It does not seem necessary to recapitulate this 
article and the other on “Diabetes in Pregnancy.” 
They are concise, well-arranged and comprehen- 
sive. We are impressed that they take a happy med- 
ium between conservatism and modern faddism. 

It is pleasing to find how closely associated this 
hospital is with the big medical teaching centers 
nearby. Arrangements have been made whereby 
some of the teaching is done here in Providence, 
and a number of the visiting men hold lectureships 
and professorships. Dr. Alfred L. Potter, who is 
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Chief-of-Staff, a lecturer at Harvard, and a clinical 
professor at Tufts Medical School, has given a re- 
port on the twenty-five years of work which has 
just been completed in the hospital. Dr. Partridge 
in his report of thirty-odd years ago said “The 
tendency towards hospital care seems to be increas- 
ing.” That was indeed a masterly understatement. 
What are we going to do in the future for shrines 
for our great men? 

Through the centuries the birthplaces of the 
great have been made shrines. Copper plates set into 
the walls of large institutions are certainly not going 
to be satisfactory substitutes, let along that modern 
progress demands the replacement of all such 
buildings at frequent intervals. 

Whether the birth rate of the City at large rose 
or fell the births in this hospital have continued to 
rise. The present 7,000 a year is indeed a goodly 
number. We will say this for the old State Street 


Lying-In and its staff: the descending curve of | 


deaths does not altogether tell the true story. State 
Street was dealing largely with emergency and com- 
plicated cases. The great preponderance of normal 
cases now must be considered. 

The standard of obstetrics has improved greatly 
in this country during the twenty-five years of the 
new Lying-In, and we are proud that our hospital 
has kept Rhode Island up at the top. More care, 
better methods of delivery, and what Dr. Potter 
emphasized most of all, the better training of the 
obstetrician, has made childbirth a pretty safe 
affair. We are proud that nowhere is it safer than 
in Rhode Island where the Providence Lying-In 
Hospital has set such high standards. 


DEATHS FROM DIABETES 


An objective check on the efficacy of our present 
diagnosis and treatment of diabetes mellitus is pro- 
vided by comparative statistics of diabetes mortal- 
ity. A recent study* brings to light several impor- 
tant facts. Many factors, however, are present 
which tend to modify or even confuse possible 
conclusions. 

In 1940 the death rate in the United States 
reached an all time high but age adjustments re- 
vealed this primarily to be due to the steady aging 
of the population. In spite of the continuation of 
the aging trend since then, there still has been an 
encouraging marked decrease in the rates of death 
from diabetes. 

A notable exception to the general decline in 
diabetes rates in recent years occurs at the ages 
25-34, where the rates in 1946 to 1948 were iden- 
tical with those of a decade earlier. Diabetics in 
*Mortality From Diabetes Throughout the World, Dublin, 

H. I. and Marks, H. H. Diabetes, May-June 1952. Vol. 1, 
No. 3, pp. 205-217. 
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this age group have come to include an increasing 
proportion of juvenile cases with a long duration 
of disease, among whom such serious degenerati\ e 
complications as premature arteriosclerosis, Kim- 
melstiel-Wilson’s syndrome, and retinopathy are 
found with great frequency. Fatalities in this group 
may have been sufficient to counteract the more 
favorable experience among diabetics of the same 
age, but with recent onset. 

Comparative studies with foreign countries re- 
veal the United States to have the highest recorded 
rate. It would seem that the drawing of significant 
conclusions from the recorded differences in na- 
tional rates is fraught with hazard, as the degree 
of completeness of reporting must vary greatly 
from country to country. It may be that in this 
nation with its high standard of medical care and 
the interest concentrated upon this disease by dia- 
betes detection drives and other examination pro- 
grams, diabetes is relatively well diagnosed and 
reported. On the other hand, our abundant nutri- 
tion—or over-nutrition—might well be responsi- 
ble for the actual higher rate. 

It has long been held that diabetes was especially 
frequent among Jews. With the establishment of 
the new State of Israel, statistics based upon a 
Jewish population, the age and sex composition of 
which is known accurately, became available for 
the first time. Sufprisingly, these revealed no sig- 
nificantly greater general death rate from diabetes. 
Perhaps the present mixed make-up of the popu- 
lation, which includes Jews of both European and 
Oriental origin, as well as Arabs, may account for 
this apparent reversal of what hitherto was re- 
garded as an established fact. 

The biologic superiority of women does not hold 
with regard to diabetes. It has been uniformly the 
experience that the female mortality, particularly 
over the age of 40, markedly exceeds the male. 
Paradoxically, this is greater in the countries most 
favored economically, as in the United States. 

The achievements of the modern treatment of 
diabetes is clearly reflected by the long term de- 
cline in death rate in childhood and young adult 
life. The reduction in diabetes mortality in this pe- 
riod of life and the very low levels of these rates 
show effectively the boon which insulin brought to 
the young diabetic. 


AMERICAN AND FOREIGN MEDICAL 
SCHOOLS 


The annual report of the Council on Medical 
Education and Hospitals of the American Medical 
Association notes that there has been no slackening 
of the widespread interest in the creation of new 
medical schools in this country that has been dem- 
onstrated in recent years. New schools are re- 
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ported at the University of California at Los An- 
geles, and at the University of Puerto Rico, while 
the University of North Carolina enrolled its first 
third year class this Fall as the result of the expan- 
sion of its school of basic sciences to a four year 
medical school. 

West Virginia, Mississippi, and Missouri have 
gone beyond the planning stage and are already 
engaged in construction work for new medical 
schools, and Yeshiva University in New York City 
is in the process of construction planning. 

The Massachusetts legislature has continued the 
appropriation for its study commission to continue 
its work relative to a new medical school, and in 
1953 the Connecticut legislature will get a report 
from its special committee. Just what has happened 
to the proposal for a study commission in Rhode 
Island remains an unanswered question at this 
writing. 

Significantly the AMA Council calls attention 
to the large group of Americans who are going 
abroad for their basic medical educations. This 
trend in the past two years calls for a word of cau- 
tion to students planning to enroll in foreign med- 
ical schools who may not fully comprehend some 
of the problems that may result when they return 
to this country. Foremost among the problems is 
that of state licensure. As noted by the Council on 
Medical Education an increasing number of stu- 
dents are returning with medical credentials that 
many of the state boards do not accept. 

In its report the Council states: 

...A summary of the practices of the various 

licensing boards with respect to physicians who 

hold foreign medical credentials indicates that 

11 of the boards will not license any foreign- 

trained physicians, 23 will accept credentials ob- 

tained at schools included in the list of foreign 
medical schools prepared by the Council and the 

Association of American Medical Colleges, and 

the remaining boards have adopted their own 

special lists or regulations with respect to for- 

eign students. . . . 

In view of this situation it is to be hoped that 
the five local young men recently publicized in one 
of our leading newspapers as departing for Italy 
to matriculate in a medical school not approved by 
the licensure board of Rhode Island have given 
careful consideration to their potential future med- 
ical practice in the United States. They have acted 
with full knowledge, apparently, of the local sit- 
uation and any assumption that four years, more 
or less, hence the standards will be changed to per- 
mit their application for licensure in Rhode Island 
would indeed be rash and unwarranted. 

Many European medical schools have never in 
recent times maintained high educational stand- 
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ards ; other formerly reputable schools have yet to 
recover from the ravages of war. Many of these 
schools do not have standards comparable to those 
that have been established in the United States. 
Therefore the student who goes abroad for his 
medical education should not look forward to any 
relaxing by state licensure boards in this country 
of our standards merely to meet the convenience 
of any particular individuals. 


THE NEW MIRIAM HOSPITAL 


This month the new Miriam Hospital opens its 
doors to the public, thus bringing to culmination a 
dream of years standing on the part of the Trustees 
and the Staff of the hospital for a larger and modern 
type building to carry on the outstanding service 
that has marked the work at the old Parade Street 
institution. 

The new hospital, located on the heights of 
Summit Avenue near Fifth Street on the east side 
of the city, consists of 150 beds and 30 bassinets, 
with interior space planned for expansion that 
would add 210 adult beds and 30 bassinets. Five 
operating rooms, an equal number of laboratories, 
and a nine room x-ray suite will also be ready for 
use this month. 

In keeping with modern trends all the latest de- 
vices for efficiency, convenience, and accuracy have 
been incorporated, such as a centrally piped oxygen 
system, a centrally piped dictating system, and radio 
intercommunication between patient and nurses’ 
stations. Most of the accommodations will be of a 
semi-private nature, as the majority of the patients’ 
rooms will accommodate no more than four beds. 

On this happy occasion as this brand new building 
is added to the ever increasing hospital and medical 
care facilities of the Greater Providence area, the 
medical profession of the State joins with the public 
generally in congratulating the Miriam hospital 
group. 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


A pothecantes 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 
7 Registered Pharmacists 


662 


RHODE ISLAND MEDICAL JOURNAL 


DIABETES IN PREGNANCY* 


A Preliminary Report 


WALTER S. JONES, M.D. 


The Author. Walter S. Jones, of Providence, 
R.1. First Assistant Visiting Obstetrician, Providence 
Lying-In Hospital; Assistant in Obstetrics, Harvard 
Medical School. 


phe its establishment as a clinical entity, dia- 
betes has been recognized as carrying a high 
incidence of maternal complications, related to aci- 
dosis and infection, and a high fetal mortality. 
With the advent of insulin diabetic acidosis was 
brought under control; and by 1937 Hurwitz and 
Irving,! and in 1939 Mengert and Laughlin,? dem- 
onstrated that fetal mortality could be reduced to 
a respectable figure. There was no further advance 
along new lines of approach for some twenty years. 
In the early 1940's Priscilla White**° began to 
apply the work of the Smiths, on female hormone 
imbalance in pregnancy, to the specific problem of 
the diabetic woman. She was followed by Palmer, 
Crampton, and Barnes,® Jordan,*? Randall,* and 
others. 

White’s brilliant presentation® in 1947 focused 
the attention of obstetricians on the possibility of 
improving fetal salvage by correcting hormonal 
imbalance. There has been much discussion on the 
subject, and the literature is in a state of confusion. 
Writers tend to group themselves into “hormone” 
and “non-hormone” schools of thought. (For brev- 
ity “hormone” here refers to any female sex hor- 
mone, natural or synthetic.) The controversy is 
further complicated by varying views as to the 
proper time and method of effecting delivery of 
the diabetic woman. Three fundamental questions 
have to be answered : 

(1) What can be expected of the outcome of a 
diabetic pregnancy, in competent obstetrical hands, 
under good medical management on insulin alone, 
without the use of hormones ? 

(2) What additional advantages are gained by 
using hormones; and, if any, in what types of 
cases? 

(3) Having carried the diabetic into late preg- 
nancy, with or without hormones, what is a sound 
policy with regard to time and method of delivery ? 


*Presented at the Providence Lying-In Hospital Alumni 
Day, at Providence, R. I., October 10, 1951. 


Comparative Statistics 

Reported statistics vary so widely as to the inci- 
dence of acidosis, toxemia, section rates, and fetal 
survival as to be almost impossible to correlate. A 
number of factors confuse evaluation of the litera- 
ture. First is the fact that the incidence of diabetes 
in pregnancy is so low that most published series 
are too small to have statistical significance. Other 
difficulties are presented by the inclusion of pre- 
diabetic pregnancies, abortions, and pregnancies 
delivered in other hospitals. All these build up the 
reported series, but confuse the results. 

If we are to fairly evaluate the newer theories 
of hormone management, we must have a clear 
picture of what can be accomplished without hor- 
mones. To arrive at a sound analysis of obstetrical 
results, computations should be based solely on 
viable fetuses of diabetic women delivered by the 
reporting service. Reis, DeCosta, and Allweiss!” 
reported 163 pregnancies, 59 of which fulfilled 
these criteria. To date only Given, Douglas, and 
Tolstoi'! with 114, and Hall and Tillman! with 
107, have analyzed over a hundred viable preg- 
nancies from an obstetrical service. This study 
adds 162 cases to that experience. 


Material 


The Providence Lying-In Hospital is one of the 
half-dozen largest obstetrical services in the United 
States. This preliminary report* covers the 2434 
years, January 1927 to September 1951, compris- 
ing 99,062 total deliveries. 

We observed 182 diabetic pregnancies. 7 early 
spontaneous abortions, and one patient who left 
the clinic to deliver elsewhere, are eliminated from 
computation. 158 pregnancies reached viability 
(960 grams) without any hormone therapy; an- 
other 4 received doses (50 mgm or less a day ) not 
considered clinically significant. These 162 cases 
are used in this study of the orthodox management 
of diabetes. The remaining 12 cases received sub- 
stantial hormone therapy. They are not here in- 
cluded, but form the nucleus for a future study 
of such treatment. 


Miscellaneous Statistics 


107 women carried these 162 pregnancies. 41 
were primiparous (25%) and 121 multiparous 
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(75%). There were 8 colored (4.9) and 7 Jew- 
ish (4.3%), reflecting the small number of these 
races in this community. There were 13 cases of 
hydramnios (8.0% ), only 6 of which were asso- 
ciated with fetal loss. There were 3 hydropic in- 
fants, one a macerated premature and two having 
severe congenital anomalies. There were 4 minor 
or correctible anomalies and 6 incompatible with 
life, for a total of 10 (6.2%). Of three sets of 
twins, one premature pair died and two pairs sur- 
vived. This makes it possible to count twins as a 
unit, bringing our fetal loss figures in even num- 
bers. Discounting a breech in each set of twins, 
there were 20 breeches (12.1%) as compared to 
the last five-year hospital rate of 3.7%. There was 
no maternal death in these 162 pregnancies. 


Abortions 


This is an obstetrical hospital. Less than 2.0% 
of the admissions in this period were for abortion. 
All we can say is that in 88 multiparae on whom 
we have reliable information of life-time history, 
there were 28 abortions in 372 pregnancies (7.6% ). 
Of 92 multiparea, in whom the history is reliable 
during the known period of diabetes, there were 
17 abortions in 175 pregnancies (9.8%). Recent 
writers on abortion average‘a rate of about 10.0%. 
It would thus appear that abortion among diabetics 
is not significantly greater than in normal women. 

Viability 

Viability can be expressed on the basis of weight, 
or by weeks of gestation. White’s criterion of 960 
grams (2 pounds 2 ounces) is here used for com- 
parison with her results for fetal survival. This is 
a low figure, and carries with it a high mortality 
from prematurity alone. The gross loss in our pre- 
mature nursery betwen 2 pounds-2 ounces and 3 
pounds is 61.7% ; and from 3 pounds-1 ounce to 
4 pounds is 25%. This wastage must be considered 
when studying fetal loss from diabetes in the 
smaller babies. It is an inevitable loss not attrib- 
utable to the maternal diabetes itself. 


Acidosis 

The crux of the management of a diabetic preg- 
nancy is control of the diabetes. It is on this point 
that reports from obstetrical services must differ 
from those of diabetic clinics. White and other in- 
ternists, who are reporting the results on selected 
diabetics, are dealing with cooperative and superbly 
supervised women. The preventable types of break 
in control are not likely to occur. They do not see 
the unrecognized diabetics. Nor do they report the 
end results of the uncooperative patient who drifts 
away from supervision, eventually to deliver on 
some obstetrical service, to the detriment of its 
fetal loss statistics. The ideal is to have no acidosis, 
but this is hard to accomplish. Every obstetrical 
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hospital inevitably acquires the emergency cases, 
the uncooperative patients, the women inade- 
quately managed by internists unfamiliar with the 
vagaries of diabetes in pregnancy, and the diffi- 
culties which arise when a practitioner attempts to 
conduct both the obstetrical and the medical care. 

We had 44 cases of acidosis, of which 29 were 
mild (66.0% ), 12 severe (32.2% ), and 3 in coma 
(1.8% ). This is an incidence of 26.9%. The gross 
fetal loss in these cases was 25 infants (52.3%). 
If the preventable types of acidosis indicated in 
Table 1 could be eliminated, the fetal loss from 


TABLE 1. ACIDOSIS — Causes and Fetal Loss 

Cause of Break in Control Cases % All Acidosis Fetal Loss 
1. Uncooperative Patient 15 34.1% 9—80.0%, 
2. Inadequate Medical Supervision ........ 10 22.7% 7—70.0% 
3. Undiagnosed until in Acidosis.......... 5 11.4% 3—60.0% 
4. Intercurrent Infection... 8 18.2% 2—25.0% 
5. ‘Brittle’ diabetic under competent 

medical supervision ...............0.000 6 13.6% 2—33.3% 

44 100.0% 23—52.3% 


If categories 1, 2, and 3 could be eliminated, 19 infants 
would be salvaged. This would have: (a) Reduced the fetal 
loss from acidosis alone to 9.0%; and (b) Lowered the 
gross fetal loss in diabetes to 17.9%. 


acidosis alone would be almost halved, and the fetal 
loss for the whole diabetic group could be lowered 
by 12%. 41.7% of Given’s non-toxic patients 
whose infants died in utero had experienced keto- 
acidosis. Hall and Tillman had a 66.6% fetal loss 
in the presence of acidosis, with other cases where 
subclinical acidosis might explain fetal loss. They 
suggest that temporary alterations in maternal pH 
may explain many cases of premature delivery and 
death in utero. With this we agree. Our material 
leads us to regard acidosis, alone or in conjunction 
with toxemia, as the major cause of fetal loss. 
Table 2 graphically illustrates that severe acidosis 


TABLE 2. ACIDOSIS — Relationship of Severity of 
Diabetes to Severity of Acidosis 


Severity of 


Diabetes Severity of Acidosis and Incidence Fetal Loss 

Mild acidosis ................. 16 cases—15.5% 6— 37.5% 
{ Severe ecidesis ......... 4 cases— 3.9% 4—100.0%, 
(103 Coses) All acidosis ............. 20 cases—19.49, 10— 50.0% 

Mild acidosis ................. 13 cases—22.0% 7— 53.8%, 
Severe ecidesis ........ 11 cases—18.8%, 54.4% 
(59 Ceses) AN 24 cases—40.8%, 13— 54.2% 
162 Diabetics Total acidosis ..........44 cases—27.2% 23— 52.3% 


Severe acidosis carries a high fetal mortality in mild acido- 
sis, and any degree of acidosis is lethal in severe diabetes. 


carries a high fetal mortality in mild diabetes, and 
that any degree of acidosis is lethal in severe 
diabetes. 
Toxemia 
Reports vary on the incidence of toxemia in dia- 


betes. All large series, except Reis and his asso- 
continued on next page 
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ciates, show between 24% and 56%. Our 69 cases 
is an incidence of 42.6%, including 2 toxic sepa- 
rations of the placenta, with a fetal loss of 12 
(31.9% ). This is fourteen times the ten-year tox- 
emia rate recently reported'* for this hospital. Es- 
sential hypertension appears frequently (21.7%), 
as might be expected in a disease with a predilec- 
tion for the vascular tree. As we found in non- 
diabetic women, one-third of the hypertensives de- 
veloped superimposed preeclampsia. Plotting the 
types of toxemia against age groups demonstrates 
that hypertension attacks the older women, but not 
necessarily the younger juvenile diabetics of sev- 
eral years duration. Preeclampsia as usual is pro- 
tean in its victims. 

Toxemia alone has been the primary cause of 
fetal death in some of our cases, and has unques- 
tionably contributed to others when associated with 
acidosis. There is so much overlapping of toxemia 
and acidosis, further confused by such factors as 
prematurity and congenital anomaly, that it is dif- 
ficult to assess their relative importance. Table 3 


TABLE 3. FETAL LOSS — Relationship of Acidosis 
and Toxemia 


Without Without With With 
Acidosis Acidosis Acidosis Acidosis 
Without Toxemia 14/65—21.5% 
With Toxemia 11/53—20.8%, 
Without Toxemia 12/28—43.5%, 
With Toxemia 11/16—68.8%, 


Computed as dead fetuses/number patients in each cate- 
gory. Total 48 fetal loss in 162 patients. 


expresses fetal loss in relation to all diabetic cases. 
Another approach is to consider only the dead in- 
fants. This demonstrates a loss of 28.0% in the 
absence of toxemia, and 31.9% when it is present. 
The loss was only 21.2% in the non-acidotic, but 
rose to 52.3% when acidosis was present. All this 
suggests that acidosis plays a more important role 
in fetal mortality than does toxemia. 


Causes of Fetal Death 

The case for hormone therapy is based on the 
fact that in some pregnancies there is a disturb- 
ance of hormonal balance: a rise in chorionic go- 
nadotropin, a fall in serum estrin, and decreased 
secretion of urinary pregnandiol. Such changes 
have been observed in toxemia and in diabetes. 
From this it is postulated that: (1) This imbal- 
ance causes premature maturation and correspond- 
ingly premature senescence of the placenta. (2) 
This senescence is the cause of premature labor, 
and of intrauterine fetal death during the last 
month, in the diabetic. (3) Such disaster can be 
averted by corrective hormone therapy, guided by 
the hormone titers. (4) Lastly, that toxemia as a 
complicating factor can be reduced by hormone 
therapy. This is an attractive theory, but it lacks 
substantiation. When it is scrutinized one finds : 
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(1) Senescent Placenta — The “‘senescent dia- 
hetic placenta” has not been established as a patho- 
logical entity. In the voluminous literature on the 
subject obstetricians have uniformly failed to ob- 
serve it grossly. Study of our delivery records in- 
dicates that our staff members have not recognized 
such a placenta. 

(2) Intrauterine Death—Of 28 fetal deaths at 
36 weeks or later only 3 could not be adequately 
explained by associated acidosis, toxemia, con- 
genital anomaly, or accidents of delivery. The close 
correlation of fetal mortality with acidosis and 
toxemia is too striking to be a mere coincidence. 
It does not seem necessary to attribute intrauterine 
death late in pregnancy to some intangible placental 
abnormality, except in rare instances. 

(3) Efficacy of Hormone Therapy—Space does 
not permit a detailed discussion of this contro- 
versial subject. In brief, White had a fetal loss of 
11.0% in her hormone treated cases, with a 68% 
section rate. Her followers average a 15.9% fetal 
loss, with a 68% section rate. The three major non- 
hormone reports averaged 20.7% fetal loss, and 
22.5% sections. This apparent advantage in the 
hormone series can be reduced by correcting out 
the fetal loss in the obstetrical reports due to pre- 
ventable acidosis. On the whole, the hormone sta- 
tistics are not impressive, particularly in view of 
their exhorbitant section rate. Furthermore, Reis 
presents a cogent summary of the discrepancies in 
the hormone theory, and reviews the disadvantages 
of using stilbestrol in the diabetic. 

(4) Toxemia—It is evident that hormone ther- 
apy does not prevent toxemia in the diabetic. 
White’s incidence was 44%, that of the rest of 
the hormone group was 53%, while the non-hor- 
mone series averaged 35%. 


Analysis of Fetal Loss 

Our gross fetal mortality was 48 babies in 162 
cases (29.6% ). 20 occurred before 36 weeks, in- 
cluding 7 macerated, 3 stillbirths, and 10 neonatal 
deaths. Of these only 6 might conceivably have 
benefited from hormone therapy. There were 28 
deaths at 36 weeks or later. (Table 4.) 80.0% of 
the macerated fetuses, 37.5% of the non-macerated 


TABLE 4. FETAL LOSS —Cause of Death at 
36 Weeks and After. 


Total 


Cause of Death Macerated Stillborn Neonatal 
Acidosis, with or without toxemia eee 11—39.2% 
Severe toxemia major cause .......... 2 1 3—10.7% 
Major congenital anomaly ............ 1 2 2 5—17.8% 
Cause of maceration ‘‘unexplained’’ 3 3—10.7% 
Intrauterine asphyxia, 
cord about neck 1 I— 3.6% 
Traumatic vaginal delivery ........... 2 2— 7.2% 
Fetal hydrops (with acidosis) 
(pulmonary edema) .................... 1 1 2— 7.2% 
1 3.6% 


Atelectasis and pneumonia ........... 


Total fetal loss ....................... 


15—53.6% 8—28.6% 5S—17.8% 28—100% 
‘ continued on page 666 
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VALLESTRIL... 


(BRAND OF METHALLENESTRIL) 


A NEW PRODUCT 


Clinical evidence indicates that much estrogen therapy is 
accompanied by a high incidence of unfortunate side actions 


such as withdrawal bleeding, nausea and edema. 
G. D. Searle & Co. presents VALLESTRIL........ 


— —COOH 


as an effective estrogenic substance with a strikingly low incidence 


of these undesirable side effects. 


VALLESTRIL is available in 3 mg. scored tablets. For 
treatment of the physiologic or artificial menopause—3 mg. (one 
tablet) twice daily for two weeks. Then a maintenance dose of 
one tablet daily for an additional month or longer if symptoms 


require continued administration. 


*Trademark of G. D. Searle & Co. 
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DIABETES IN PREGNANCY 
continued from page 664 

stillbirths, and 20% of the neonatal deaths were of 
acidotic mothers. Only 5 in this group might have 
been salvaged by hormones. This leaves a total of 
11 inadequately explained fetal deaths, which theo- 
retically might have been averted by hormone ther- 
apy, which would reduce the gross fetal loss from 
29.6% to 22.8%. 

Table 5 shows’ that a quarter of the fetal loss 
consisted of prematures, congenital anomalies, and 


TABLE 5. FETAL LOSS — Cause of Death 


Cause of Death jCases Incidence 

Prematurity (without Toxemia or Acidosis)\—under 4 Ib. 2 
Congenital Anomalies incompatible with life ................... 6 
Intrauterine Asphyxia, cord around neck ...................0... 1 12/48—25% 
“‘Unexplained’’ Intrauterine Death (Macerated); Probably 

under Ib. 2 Inevitable 
“Unexplained’’ Intrauterine Death (Macerated); 

5, Ib., hydrops, hydramnios 
Acidosis and/or Toxemia; Under 4 ID. ................cc00000000000 5 
Acidosis and/or Toxemia; 4 Ib. to 5 Ib. . 6 
Acidosis and/or Toxemia; Over 5 Ib. .............ccccc0ssseesee 7 
Without Acidosis or Toxemia—Premature over 4 Ib........ 1 36/48—75%, 
Prolapsed Cord, Cord around Neck—Stillborn ................... 2 Possibly 
Traumatic Vaginal Delivery—Large fetus 2 Preventable 
“Unexplained’’ Intrauterine Death (Macerated)— 

36 weeks plus 3 


accidents which can be considered inevitable. Of 
the remaining 36 cases, 28 deaths were associated 
with acidosis and/or toxemia, one premature with- 
out either, 4 deaths incidental to vaginal delivery, 
and 4 “unexplained” deaths in utero. If acidosis 
and toxemia were eliminated the fetal mortality 
would be 17.3%. If the 4 vaginal deliveries and 
the 3 “unexplained” late intrauterine deaths had 
been avoided by early section, the loss would be 
further reduced to 8.0%. If the last premature 
were salvaged, we would be down to the 12 inevit- 
able deaths, or 7.4%. Such reasoning is of course 
wishful thinking, but it points the lesson. With 
cooperative patients, a measure of luck, and a 
well coordinated internist-obstetrician-pediatrician 
team, it should be possible to achieve a fetal loss 
under 15%. This matches the results of the hor- 


mone proponants. 


Role of Hormone Therapy 


The disadvantages of the White regime are ob- 
vious. The expense of medication puts it beyond 
the reach of clinic and many middle class patients. 
The hormone titers require laboratory facilities 
available to few obstetricians. The substitute use 
of oral stilbestrol is a short-cut which both White! 
and Keltz and his coworkers’ found to be rela- 
tively ineffective. It must also be understood that 
routine use of hormones is not indicated in all dia- 
betics. White so treated only 297 of the 439 preg- 
nancies in her last report. 
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It must, however, be conceded that White his 
had remarkable results with the types which uni- 
versally give trouble : the women with longstanding 
diabetes, whether acquired in childhood or later 
in life, in whom there are established vascular 
changes. Our experience coincides with that of 
others in that the incidence of acidosis, toxemia, 
and fetal loss are highest in the older juvenile dia- 
betics, in the ten-year diabetics, and in women over 
thirty regardless of when their diabetes was ac- 
quired. If hormone therapy has any merit, it should 
be in these types. It would be appropriate to offer 
it as an adjunct to orthodox care, if the patient can 
afford it and if the laboratory facilities are avail- 
able to do it properly. Even a small fetal salvage 
is worth while in these women. After all, until some 
new methods or agents are brought forward to con- 
trol diabetes and toxemia, the hormonal approach 
is the only present lead toward improving our 
results. 

Time of Delivery 

Our cases were broken down by time of delivery 
into two-week groups from the 35th week to over 
40 weeks; and further divided into spontaneous 
onset of labor, as against cases induced or sectioned. 
The fetal loss from section or induction at 35-38 
weeks was appreciably less than among those al- 
lowed to go into-labor spontaneously, because many 
of the latter had already sustained recognized intra- 
uterine death. On the other hand, the fetal loss was 
less in spontaneous labor from 39 weeks and after. 

In recent years there has been strong advocacy 
to terminate pregnancy in the diabetic at from 36 
to 38 weeks, to forestall late intrauterine death. 
With this we do not agree, because we do not accept 
intrauterine death as an inherent or inevitable ac- 
companiment of maternal diabetes. It is our im- 
pression that if acidosis and toxemia are reasonably 
well controlled, there should be little intrauterine 
death in the 35-38 week period. There would then 
be no need to predicate an early delivery before 
such death occurs. There seems no valid reason to 
have a fixed rule to accomplish delivery at any set 
time. Each case should be evaluated on its own 
merits: the severity and duration of the diabetes, 
the presence of acidosis or toxemia, the parity and 
past performance of the patient. 


Cesarean Section 
The advocates of early delivery are faced with 
the dilemma of how to effect delivery through an 
unprepared cervix. The answer has been a high 
section rate. Many obstetricians doubt that a rate 
in excess of 30% can be justified. 
We had 122 deliveries at 36 weeks or later. Table 
6 shows that, when recognized intrauterine deaths 
and the congenital anomalies are corrected out, the 


fetal loss from vaginal deliveries was 7.8%, fur- 
\ ‘ concluded on page 668 
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BROMIDE 
(Oxyphenonium bromide Ciba) 


Mg. per mg., 


the most effective 


of the newer 


anticholinergics 


ANTRENYL bromide is a new high potency 
anticholinergic agent indicated in the management of | 
peptic ulcer and spasm of the gastrointestinal tract. Milligram 

per milligram, it is the most potent of the newer | 
anticholinergics, recommended dosage being only about 
one-tenth that of certain commonly used agents. | 
ANTRENYL has a marked inhibitory effect on gastric secretion : | 
| 


and motility of the gastrointestinal tract. Side effects 
are generally mild, and there is usually no esophageal or 
gastric irritation. A recent report! described the side 
effects as less pronounced than those of other drugs 
ordinarily used in the management of peptic ulcer. 
In this study, patients receiving ANTRENYL usually obtained 
relief from acute symptoms within 24 to 36 hours. 
Prescribe ANTRENYL as adjunctive therapy in your next 
few cases of peptic ulcer and note its advantages. 
Available as ANTRENYL Bromide Tablets, 5 mg., 
‘Coax scored: bottles of 100, and as ANTRENYL Bromide 
Syrup, 5 mg. per teaspoonful (4 cc.); bottles of 1 pint. 
Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


1. Rogers, M. P., and Gray, C. L.; Am. J. Digest. Dis., 19:180, 1952. 
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concluded from page 666 
TABLE 6. FETAL LOSS — Method of Delivery — 
36 Weeks and After. 
Gross Correction Corrected 
Method Cases Fetal Loss Factors Fetal Loss 
Vaginal Delivery— macerated—10 
Under 81 Ibs. 56 enomaly—1 
Vaginal Delivery— macerated—5 
Ibs. plus 47 12—25.5% anomaly—3 
Emergency 
Cesarean Section 9 1— 5.3% Transv. Pres.—1 0.0% 
Dead fetus 
Total 122 28—22.9%, —20 cases— 8—6:6% 


Corrected Fetal Mortality: For 103 vaginal deliveries, 
7.8% ; For 19 sections, 0.0%. 


ther reduced to 5.8% if section had been selected 
in two other cases. It is doubtful if a great increase 
in the number of sections would have improved the 
fetal salvage materially beyond this point. 

The policy of this hospital is to section for ob- 
stetrical indications. Of 25 sections (15.4%) 
roughly a third were done for disproportion, primi- 
parous breech, and transverse presentations. An- 
other third was for toxemia, placenta previa, sepa- 
ration, etc. In less than a third was the diabetes the 
primary indication. The hospital section rate for 
the last ten years was 3.8%. A diabetic section rate 
four times as great suggests that we do not hesitate 
to operate if there is justification. 


CONCLUSIONS 

In a little less than 25 years 182 diabetic preg- 
nancies have been observed. 162 of these were 
viable pregnancies, of 960 grams or more, in which 
hormone therapy was not used. From this study 
of the orthodox management of diabetes in preg- 
nancy, it is concluded : 

(1) The greatest single cause of fetal loss is 
acidosis, with or without toxemia. If acidosis and 
toxemia could be better controlled, the larger pre- 
matures salvaged, and the routine accidents of de- 
livery avoided, the present gross fetal loss would 
be materially reduced. A figure under 15% should 
be attainable without the use of hormones. 

(2) Hormone therapy offers little in the mild 
and the uncomplicated diabetics. If the method has 
value, it would be in the older juveniles, the ten- 
year diabetics, and the older women. 

(3) We find no clearcut advantage in early de- 
livery, unless there is an obstetrical indication, or 
unless toxemia supervenes. Discounting congenital 
anomaly and macerated fetus, the fetal salvage 
from cesarean section was not appreciably better 
than in vaginal delivery. We continue to believe 
that the indication for section should be primarily 
obstetrical, except in selected cases. 
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THE PROVIDENCE LYING-IN 
HOSPITAL, 1926-1951 
concluded from page 655 


by the crude but realistic yard stick of the maternal 
death rate. Space does not permit mention of many 
features of our work, such as our excellent expe- 
rience with the pregnant cardiac. 

The causes for the improvement in obstetrics 
are legion, and most of them are shared with medi- 
cine in general. For the obstetrician the most im- 
portant factor would seem to be the increased 
availability of properly typed and compatible blood, 
for treating acute blood loss and shock, and for 
restoring the patient’s resistance to sepsis by treat- 
ing anemia. Sepsis is directly prevented or attacked 
by the sulfa drugs and the antibiotics. Better oper- 
ative procedures lessen tissue trauma, cut down 
blood loss, and make infection less likely to follow. 
Anesthesia has improved, and a wider variety of 
agents and methods is available for different indi- 
cations. Much of the improvement must be ascribed 
to better prenatal care, and to the education of the 
public which prompts women to seek this improved 
care. 

As important as any of these, and fundamentally 
the most important factor of all, is the better train- 
ing of the physician. We now seldom see the for- 
merly all too common mishandled, mismanaged, or 
neglected emergency admission. Is the answer that 
with the almost complete hospitalization of preg- 
nant women, the ill-trained or neglectful doctor, if 
he now exists, does not treat pregnant patients any 
more? I prefer to think that our medical schools 
and our teaching hospitals have raised a generation 
of physicians who have not only the book learning 
but the obstetrical conscience. They have brought 
it about that in one generation the risk of a mother 
dying in childbirth in these United States is one- 
seventh of what it was when some of us were 
young. 


DEC. 


4 

— 

: 

x 


yn, 


DECEMBER, 1952 669 


P.M.A. 
Accident and Sickness Insurance 


In September, 1949, the Providence Medical Asso- 
ciation approved a plan of Disability Insurance espe- 
cially for its members. Much care and study was 
given to select a plan which would be stable and 
permanent, while allowing all members under age 
70 to participate. Most of our members have sup- 
ported this excellent activity with the result that 
nearly $50,000 has been received by disabled mem- 
bers since then. 
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that the members not now participating in the Plan 
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YES, it took more than 100 years. thus insuring excellent benefits to themselves and 

We're proud that these years have been added security for others in the plan. 

devoted to an endeavor to preserve life. Information may be obtained from the Executive 

It is gratifying to know that our small Secretary’s office or from the Derosier Agency. 


contribution has added to the health, This plan should not be confused with other mail 
order plans which do not have the strength and 
dependability of your locally operated and sponsored 


happiness and well-being of the com- 
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million prescriptions. R. A. Derosier Agency 
| BL li 7 32 Custom House Street 
Providence 3, Rhode Island 
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VAGINAL DELIVERY FOLLOWING CAESAREAN SECTION* 


JOHN TURNER, II, M.D. 
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R. I. Third Assistant Visiting Obstetrician, Provi- 
dence Lying-In Hospital ; Assistant in Obstetrics, Har- 
vard Medical School. 


| ps PERMIT any woman to deliver vaginally an 
infant or infants following previous Caesarean 
section is condoned by some, endorsed by others, 
and outlawed by a third group. 

From the title, it is obvious that this hospital 
allows a select group to deliver pelvically if they 
are able. The material to be presented was gath- 
ered from the hospital records from January, 
1940, to September, 1951, to which some of you 
contributed most accurately. 

That the group is select is best demonstrated by 
the figures in Table I, which shows that it repre- 


TABLE I 
General Statistics 
January 1940 — September 1951 


Total Deliveries 66,012 
Caesarean Sections 2,027 
Babies 66,705 
Vaginal Deliveries Following Caesarean Section... 137 


sents 0.2 of 1 per cent of all deliveries during the pe- 
riod under study. The majority of the 101 patients 
who delivered 137 times were subjected to the Cae- 
sarean operation initially for what is considered a 
temporary indication, such as placenta previa, 
abruptio placenta, unengaged breech presentation, 
prolapse of the cord, etc. 

Placenta previa accounted for almost one-half 
of the indications for the Caesarean procedure. 
(Table II.) The prematurely separated placenta 


TABLE Il 
Indications for Caesarean Section 


Placenta Previa 48 (47.5%) 
Abruptio Placenta 

Non-toxic 13 (12.8%) 

Toxic 5 ( 49%) 
Disproportion 10 ( 9.0%) 
Pre-Eclampsia 
Eclampsia 1 
Diabetes 2 
Breech Presentation 4 
Others 10 ( 90%) 
Unknown 2 

Total 101 


*Presented at the Providence Lying-In Hospital Alumni 
Day at Providence, R. I., October 10, 1951. 


accounted for 18 hysterotomies. Some degree of 
cephalo-pelvic disproportion existed in 9 per cent, 
Three of these ten patients subsequently experi- 
enced premature labor and were delivered vagi- 
nally. Of the remaining seven, all were purposely 
given trial labor either because the presenting part 
was low in the predetermined ample pelvis or be- 
cause the faulty or inadequate forces of labor 
which required the section were absent. Dispro- 
portion, after all, is a relative term. Usually a con- 
stant factor, in isolated situations, however, and 
that is what concerns us here, it may be non- 
recurring. 

A similar number of patients (9 per cent) are 
grouped under the general heading of “other” tem- 
porary indications. Three had prolapse of the cord. 
Transverse lie at term and in labor was present 
twice. Congenital anomalies of the female genera- 
tive tract existed two times. Finally, fetal distress, 
Siamese twins, and question of abdominal preg- 
nancy resulted in Caesarean section once each. The 
last mentioned was an error in clinical and x-ray 
diagnosis, the patient having acute hydramnios. 

Before charting our course with these obstetrical 
patients who have been hysterotomized, an attempt 
is made to obtain from both patient and hospital 
not only the indication but also the type of pro- 
cedure performed, the post-operative course, as 
well as the particular patient’s previous gynecolog- 
ical and obstetrical history. To those of you who 
still believe that part of the obstetrician’s armamen- 
tarium is a bushel basket, you, too, must agree that 
in this category of patients, individualization of 
each case is just as important, if not more so, as 
anywhere else in surgery. The obstetrician, after 
all, has a dual responsibility. 

Eighty-six of the 101 patients had both section 
and first vaginal delivery under our supervision. 
We are not entirely distrustful of other clinics for 
15 had their sections elsewhere. (Table III.) The 


TABLE ll 
Location of Caesarean Section 


Both Section Elsewhere Both 
P.L.EH. lst Vaginal Delivery Elsewhere 

86 13 2 


low flap procedure was performed in 88 instances, 
two of which were of the extra-peritoneal type. As 


is recorded in Table IV, an inverted T incision was 
\ : continued on page 672 
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VAGINAL DELIVERY FOLLOWING 
CAESAREAN SECTION 
continued from page 670 
TABLE IV 
Type of Caesarean Section 
Classical Low Flap Unknown 
6 88 6 


N.B. Inverted T—1 
Extraperitoneal—2 


required to deliver the Siamese twins. Parentheti- 
cally, it should be mentioned that the operator of 
the latter case reluctantly left the uterus in situ. 
This mother has had three subsequent pelvic deliv- 
eries, the smallest child weighing 8 pounds, 14 
ounces. 

As to puerperal or post-operative morbidity, 37 
per cent of the group had either an unknown or 
morbid course. In this hospital, any Caesarean 
patient having a temperature reading of 100.6 de- 
grees for two successive readings, or over 100 
degrees on two successive days, or over 99.6 de- 
grees on three successive days starting from the 
second post-operative day, is classified as being 
morbid. In the 26 known morbid individuals, en- 
dometritis was the cause of the pyrexia four times, 
and probably existed in 14 other patients. 

Table V presents the parity of these patients at 
the time of the abdominal delivery. Approximately 
55 per cent were nulliparous. Two women had had 


TABLE V 
Parity at Time of Section 


Para (is 


6 Other 


9 and 12 babies by the vaginal route previously— 
each was unfortunate to sustain a placenta previa 
with her next effort. 

X-Ray measurements of the pelvis by the Cald- 
well-Mulloy technique were taken 37 times in the 
group. Only 12 patients had placentography. It is 
felt that more such films should be taken and that 
the figures are lower than desirable. Candidates 
for this method of management are excluded by 
many obstetricians if the placenta lies low on the 
anterior wall in the region of the scar. Even that 
tissue, dense and hard as it may appear grossly, can 
be penetrated by the invading trophoblast. 

The 101 mothers delivered 139 babies 137 times 
by seven different methods. (Table VI.) Seventy- 
nine per cent have had one vaginal delivery subse- 


TABLE VI 
Vaginal Deliveries 


Per cent 
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quent to hysterotomy. Only four of that number 
have been resectioned—one for a repeat abruption, 
three for disproportion after trial labor. Twenty 
per cent, therefore, have delivered more than one 
child pelvically. In every instance, the patient has 
been instructed to come into the hospital at the 
onset of labor. 

Table VII gives the facts on the total duration 
of labor. We accept the patient’s statement as to 


TABLE VII 
Duration of Labor 
Prim Cervix Multip. Cervix 
Average 12’ 32” 
Shortest 
Longest 53 


the time of onset. The labors of these women have 
been abbreviated purposely 75 times in order not 
to place unnecessary strain on the hysterotomy 
scar. As a consequence, the averages obtained are 
slightly less than expected for primigravid or mul- 
tigravid patients. Naturally, the shortening is prin- 
cipally in the second stage. Review of the charts 
of those labors over 36 hours suggests that short 
and infrequent contractions, preparatory in nature, 
consumed many of those hours. 

As to the actual delivery (Table VIII), only 64 
(vertex and breech presentations) were delivered 


TABLE VIII 
Mode of Delivery 
Study 
60 (43.2%) 
55 (39.6%) 
12 ( 8.6%) 
( 3.6%) 


Vertex 
Spontaneous 
Low Forceps 
Mid Forceps 
Mid Forceps Rotation. 
High Forceps 


Breech 
Spontaneous 
Extraction 
Version and 

Extraction 


Hospital 
39,770 (60.2%) 
13,905 (21.1%) 
5,540 ( 8.4%) 
1,522 ( 2.3%) 

43 ( 0.6%) 


4 ( 2.9%) 
1 ( 0.7%) 


2( 14%) 165 ( 0.2%) 


spontaneously. Operative management was insti- 
tuted 54 per cent of the time. When compared with 
the entire hospital figures, the operative incidence 
in this group of patients is more than 40 per cent 
higher. Again, this is purposeful so as not to cause 
undue strain on the scar. The figure 10.7 per cent 
mid-forcep operations for this hospital may startle 
some of the distinguished guests. In this institution, 
that term is reserved for those operative deliveries 
occurring when the widest transverse diameter of 
the vertex lies at the level of the spines. 

Of the infants (Table IX), eight were stillborn, 
six died in the neonatal period, 90 per cent went 
home. Two of the stillborns were delivered of dia- 
betic mothers, both mothers being diabetic manage- 
ment problems. One stillborn prolapsed the cord, 
four weighed less than two pounds, one infant 
weighed three. All infants above described were 


1,011 ( 1.5%) 
1,529 ( 2.3%) 
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TABLE IX 
Infants 

Study 

Average Wk.of 
Wat. Gestation No. % 
25-36 1,026 1.54 
25” 25-32 1195 E79 
ae 66,705 96.67 
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Hospital 


No. 
Sullbirths 57 
Neonatal Deaths 6 43 
Living 125 90.0 


delivered between the twenty-fifth and the thirty- 
sixth gestational week, except for that one suc- 
cumbing to prolapse of the cord. The largest of 
those dying in the neonatal period weighed three 
pounds, 14 ounces and 3 pounds, eight ounces. 
our were two pounds, three ounces or less. These 
babies were born between the twenty-fifth and 
thirty-second calculated gestational week. The 
smallest live birth to survive weighed two pounds, 
six ounces. The largest infant delivered of a pre- 
viously sectioned woman weighed 10 pounds, thir- 
teen ounces. 

Members of the active staff of this hospital were 
responsible for 58 of the 101 patients. Twenty- 
nine were handled as clinic cases by internes and 
residents under supervision, the courtesy or asso- 
ciate staff being in charge of the remainder. 

Immediately post-partum, the uterus was ex- 
plored but twelve times. In each instance the lower 
segment was described as firm. In the future, it is 
hoped that more manual explorations will be per- 
formed and described. Manual exploration is far 
less dangerous than the risk attendant upon a silent 
rupture. As to puerpueral complications, one pa- 
tient required a post-partum curettage for retained 
placental fragments two weeks after delivery. The 
tissue lay high in the corpus. This represents the 
only complication that has been experienced. Rup- 
ture of the uterus did not occur. There were no 
deaths. 


Have there been any ruptures? Yes, but again 
none in the group vaginally delivered. Our rup- 
tures number 16 in all, or one in 4,113 deliveries ! 
All occurred between the thirty-sixth and forty- 
second week of gestation. Seven had a history of 
Caesarean section. Nine of the sixteen had never 
experienced dramatic obstetrical difficulties. Yet, all 
but one of these nine had significant past histories, 
obstetrically and gynecologically speaking. These 
nine cannot be passed over lightly, as three deaths 
are found among them. One patient exploded her 
left cornu which had been the seat of an ectopic 
gestation two pregnancies earlier. A gravida two 
had had a previous difficult mid-forceps ; one had 
a marginal previa, the uterus rupturing during 
labor ; one was an emergency pre-eclamptic grand 
multipara ; two had hydrocephalic infants ; one had 
sustained two miscarriages; one occurred during 
prolonged labor, and finally, one occurred traumati- 
cally during a difficult breech delivery. The grand 

continued on next page 
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multipara, the prolonged labor case, and one of 
the mother’s carrying an hydrocephalic infant died. 
Two of these, dying in 1940 and 1941, apparently 
received totally inadequate blood replacement ther- 
apy, in light of our present knowledge. That was 
also in the days before establishment of the blood 
bank, 

The remaining seven are of greater concern at 
this time, for they have a direct bearing on the 
subject of this report. These patients had been 
delivered abdominally previously, five by laparo- 
trachelotomy, one through the classical incision, 
and one had had both types of operative procedure. 
All were to be delivered by Caesarean section. Five 
sustained silent ruptures, each being found at the 
time of repeat section. One of these patients com- 
menced labor within a few hours of her scheduled 
operation. She was sectioned at once and a break 
in the scar found. The patient who had had the 
classical operation experienced a complete disrup- 
tion of her scar. In re-examination of the records 
of these seven, we find: Two had sustained frank 
endometritis and a wound infection following at 
least one of their previous sections. Two had foul 
lochia, fever and ergotrate for therapy, though not 
classified as having endometritis. One of these had 
three sections before her silent dehiscence and is 
expecting her fourth Caesarean since that event. 
In one patient, the diagnosis of puerperal endome- 
tritis cannot be made positively, and finally, the 
puerperal record of the patient who had had a 
classical section is not available. 

Thus, in the seven patients previously sectioned, 
six—and possibly the seventh—were morbid ac- 
cording to our classification; five—and_ possibly 
six—of these being due to endometritis. Hence, 
one must conclude that evidence of endometritis 
also should be included in the proper selection of 
patients for pelvic delivery. Of the 26 known mor- 
bid, vaginally delivered post-Caesarean patients, 
eighteen manifested some evidence of endometritis. 
All were permitted labor either because of prema- 
turity or because of the presenting part being well 
in the pelvis. 

In conclusion, selection of patients for this 
method of management requires of the obstetrician 
the following : 

1. Knowledge of the indication and type of the 

original Caesarean hysterotomy and its puer- 

perium ; 
2, pelvimetry, both x-ray and clinical, and pla- 
centography ; 
3. patient hospitalization at the onset of labor ; 
4. his presence or that of a well trained substi- 
tute throughout labor ; 
5. satisfactory evidence that progression of la- 
bor is better than average ; and 
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6. abbreviation of the second stage and manual 
exploration of the uterine cavity thereafter, 
To summarize, we have reviewed 101 cases of 
women successfully delivered vaginally after pre- 
vious Caesarean section for a temporary indication 
during the period January, 1940, to September, 
1951. These represent 0.2 of 1 per cent of all de- 
liveries at this institution during that time. There 
Lave been no deaths from this method of manage- 
ment and no complications of serious nature have 
occurred. Sixteen cases of uterine rupture during 
the same period are reported. Six prerequisites for 
management are suggested. 
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BOOK REVIEWS 


PHARMACOLOGY IN CLINICAL PRAC- 
TICE by Harry Beckman, M.D. W. B. Saunders 
Company, Phil., 1952. $12.50 


This textbook for medical and dental students 
and practitioners is divided into two sections — the 
first presents the pharmacologic aspects of major 
problems which arise in medicine and dentistry ; 
Section II supplies a few chemical and physical 
facts about the drugs discussed in Section I and 
lists some representative, commercially available 
preparations. 

In spite of the almost unlimited fields encom- 
passed, this book has escaped being a weighty tome 
by the expediency of using short paragraphs and the 
liberal use of variously emphasized captions. 
Nevertheless, redundancy, on admittedly picayune 
inspection, can be seen to rear its head, as when 
under Congenital Heart Disease it is stated (with 
tongue in cheek) that “there are really no phar- 
macologic aspects of this subject!” 

The author has conceived a clear and well-knit 
exposition of modern pharmacy. It is modern 
enough to include such recent drugs as the hydra- 
zides of isonicotinic acid. The futility of trying to 
keep a pharmacologic textbook ahead of yesterday 
could probably be overcome, only partially, by some 
devilishly ingenious loose leaf system. 

The author, probably through his many years of 
teaching appreciative students, has developed a fine 
humor and succint colorfulness of expression which 
detracts nothing from the solid scientific body of 
the work. An example, which can be easily appre- 
ciated, is when he delves into the “mad maladies 
of dermatology.” 

The compendium of drugs is unusually well done 
being compact and at the same time replete with 
delicately clear, fanciful formulas of today’s chem- 
ical drugs. 

All in all, the publishers are to be congratulated 
on presenting a fine example of the lexicographer’s 
art. The author is to be congratulated on having 
accomplished a textbook that teaches effortlessly 
and has covered its domain so exhaustively. The 
busy practitioner is lucky in being able to add this 
newest tool for his daily works. 

Harry HECKER, M.D. 


FIGURE DELLA MEDICINA CONTEM- 
PORANEA ITALIANA (Personalities of 
Contemporary Italian Medicine) by Giovanni P. 
Arcieri. Bocca, Milano, 1952. 


Arcieri, who has made important contributions 
to medical history, (Agostino Bassi and the con- 
tagium vivum theory through the centuries ; Cesal- 
pino of Arezzo and the discovery of the circulation 
of the blood) offers us in this volume an excellent 
collection of sketches of personalities of importance 
in contemporary Italian medicine. 


He begins alphabetically with Guido Baccelli, the 
pioneer of intravenous therapy. Baccelli is also 
famous for his attempt to cure aortic aneurism by 
the introduction of a watch-spring, for his law on 
endocardiac murmurs, and for his sign demon- 
strating the number of corpuscles in a pleural fluid. 
He used to open his talks at European congresses 
with the sentence : “Romanus sum ; Latine loquor.” 
Another Guido is the famous Banti. The descrip- 
tion of Banti’s disease is given in the original text, 
taken from Medical Classics. Other well-known 
names in internal medicine are : Cardarelli (the sign 
of C. for the diagnosis of aortic aneurism), Zagari, 
D’Amato, Castellino, the originator of liver therapy 
in 1912, Lucatello, DiGuglielmo, and Rummo. 


Here we find also the Florentine, Sir Aldo Castel- 
lani, whose name has been given to a dozen tropical 
diseases and assorted pathogenic fungi, as well as 
to the basic fuchsine mixture, and who held chairs 
of tropical medicine in England, the United States, 
and Italy at the same time. 


Another famous historical name which we meet 
is that of Achille DeGiovanni, the originator of 
biotypology, which was later redeveloped by Viola 
and Pende. This reviewer remembers the bitter 
fights and the ridicule which he had to undergo at 
the hands of his opponents, who called the medical 
clinic of Padua “la clinica del metro” (the yard- 
stick clinic). 

Here is Devoto, the heir of Ramazzini and the 
founder of the clinic for occupational diseases in 
Milan in 1910, the first institution of its kind any- 
where. Among others are : Arturo Donaggio, whose 
name has been given to the well-known stain of 


nervous cells ; Camillo Golgi; Carlo Forlanini ; the 
on next page 
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present clinician of Rome, Cesare Frugoni; the 
nonagenarian Venetian surgeon and _ historian, 
David Giordano ; the zoologist, Grassi, famous for 
his work on malaria; Pietro Grocco (the sign of 
Grocco ) ; Maragliano and his anti-tubercular vac- 
cination ; Augusto Murri, and the present clinician 
and pathologist of Rome, Nicola Pende. 

One of the best known names outside of Italy is 
that of Vittorio Putti, famous for his achievements 
in orthopedic surgery and for his mastery of lan- 
guages. He used to amaze foreign audiences by 
delivering his paper without notes and by closing 
with a resume in perfect English, French, and 
German. And there is Sanarelli, known for his col- 
lodion filters and the Sanarelli phenomenon. 

For the reader of Italian and for the historian of 
medicine this book offers most interesting and 
profitable reading. 

F. RONCHESE, M.D. 


CULDOSCOPY. A New Technic in Gynecologic 
and Obstetric Diagnosis, by Albert Decker, M.D., 
D.O.G., F.A.C.S. W. B. Saunders Company, 
Phil., 1952. $3.50 


This book is one of the American Monograph 
Series, the purpose of which is to bring to the med- 
ical profession the practical results of research in 
special fields of medicine. The author of this work 
is Clinical Professor of Gynecology and Obstetrics 
at the New York Polyclinic Medical School and 
Hospital. 

Dr. Decker devised the culdoscope and has been 
using it since 1943. This monograph constitutes a 
thorough study of this new technic in gynecologic 
and obstetric diagnosis. The material presented is 
culled both from Dr. Decker’s own rich clinical 
experience and from the recorded experiences of 
others who have utilized this new procedure. 

The first chapter on the history and development 
of the culdoscope makes for very interesting read- 
ing. It traces the development of endoscopy and the 
use of pneumoperitoneum to increase visualization 
inside the peritoneal cavity. There follows a great 
deal of technical information on the care of the 
culdoscope and the technic of culdoscopy which 
admittedly will interest only those gynecologists 
who employ this technic. In the remaining chapters, 
the author discusses the practical application of this 
new instrument in gynecological practice. In estab- 
lishing the diagnosis of an early tubal pregnancy, 
direct visualization of the pelvic organs saves valu- 
able time and may obviate an unnecessary operation 
should some other condition such as salpingitis, 
small ovarian cyst or painful ovaries with a corpus 
luteum be visualized. He points out that culdoscopy 
is a valuable adjunct in the study of the infertile 
woman and suggests that when routine measures 
do not adequately explain the failure in conception, 
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a culdoscopic examination is indicated, allowing 
the physician to observe directly the pelvic organs 
and on occasion demonstrating unsuspected pelvic 
disease. The last chapter concerns itself with seven 
interesting case reports. Appended to the book is a 
rather extensive bibliography on culdoscopy and 
allied subjects. 

I would like to take exception to the statement by 
the author that culdoscopy can be an office pro- 
cedure, Although Decker himself reports no serious 
complications and there have been very few re- 
ported in the literature, I believe that anyone who 
has had considerable clinical experience with this 
technic has, on rare occasion, experienced some 
degree of postoperative vaginal bleeding. It is our 
practice at the Rhode Island Hospital to routinely 
close the wound in the cul-de-sac. I therefore be- 
lieve that in the best interests of the patient, this 
procedure should be relegated to hospital practice. 


This concise yet complete monograph fills a need 
for the many gynecologists interested in culdoscopy. 
Although the procdure of culdoscopy is still in the 
process of being evaluated in various parts of the 
country, this new technic represents an outstanding 
contribution to the gynecologic armamentarium. 


SuMNER I. RAPHAEL, M.D. 


SURGERY AND THE ENDOCRINE SYS- 
TEM by James D. Hardy, M.D., F.A.C.S. W. B 
Saunders Co., Phil., 1952. $5.00 


Dr. Hardy’s monograph is written with two main 
objectives in view: — clarification of the under- 
lying physiological processes involved in combating 
disease and injury (including surgical trauma) and 
the presentation of facts and procedures of value 
in treatment of derangements and diseases of the 
endocrine organs. Both objectives have been ad- 
mirably attained. 

The volume is brief, —and the material well 
organized and clearly presented. One must admire 
the author for his courage in undertaking a detailed 
study of the functions of each of the endocrine 
organs, and their complicated inter-relationships. 
Perhaps more to be admired is his scholarly and 
concise presentation of the results of his studies 
and research. There is no confusion between fact 
and speculation. We are brought up-to-date on 
recent advances in knowledge of the endocrines and 
are also shown where knowledge ceases and spec- 
ulation begins. 

This monograph should be of particular value to 
the surgeon and especially the busy general surgeon 
who has not time or opportunity for detailed study 
of all the recent advances in physiology, chemistry 
an endocrinology. General endocrine relationships 
as they apply to the Alarm Reaction in the surgical 
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Bottles of 30, 100 and 1000. 
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DISTRICT MEDICAL SOCIETY MEETINGS 


WOONSOCKET DISTRICT 
MEDICAL SOCIETY 
At the October meeting of the Woonsocket Dis- 
trict Medical Society the following members were 
elected to serve as officers until the next annual 
meeting : 
President — Emil A. Kaskiw, M.D. 
Vice President — Joseph McKenna, M.D. 
Secretary — E. L. Tremblay, M.D. 
Treasurer — Paul Boucher, M.D. 
Delegates — Alfred King, M.D. 
Cyril Israel, M.D. 
Councillor — Edward Medoff, M.D. 
Censors — Victor Monti, M.D., 
James McCarthy, M.D., Francis J. King 


Respectfully submitted, 
E. L. Tremsray, M.b., Secretary 


EMIL A. KASKIW, M.D., President 
Woonsocket District Medical Society 


NEWPORT COUNTY MEDICAL SOCIETY 

The dinner meeting of the Newport County 
Medical Society was called to order by President 
Norbert Zielinski on September 24, 1952 at 8 :30 p.m. 
at the Hotel Viking, with 18 members attending. 

Minutes of the May meeting were read and 
approved. 

COMMUNICATIONS: The Aetna Casualty 
Company reported that there was no change in their 
malpractice insurance through the Parker Braman 
Agency. However, they were insisting on collateral 
business before renewing from non Aetna agents. 
In the discussion that followed it was pointed out 
by Dr. Adelson and Mr. Farrell that rates have gone 
up to $30.00 for physicians ; $45.00 for surgeons; 
and $90.00 for radiologists. It was suggested that 
the minimum liability of $15,000 for general practi- 
tioner and $50,000 for specialists be carried, in view 
of the recent extravagant claims. Members, to 
assure coverage, were also urged to check their 
policy expiration dates. 


COMMITTEE REPORTS: Dr. Adelson, re- 
porting on abortion and sterilizations, emphasized 
that the surgeon incurs a definite risk of both civil 
and criminal liability under Rhode Island law for 
abortions and sterilizations, unless the operation is 
necessary to preserve woman’s life. Written consent 
and written consultation must be obtained to verify 
the necessity of the operation. 

’ The secretary reported the Diabetic Detection 
Drive to be November 16-22, with a Diabetic Fair, 
November 19, at the Rhode Island Medical Library. 
To publicize the program the state committee will 
have official representatives from the Department 
of Health, State Nurses, Women’s Auxiliary, 
Labor, Management, Pharmacists, Dietetians, 
Chiropodists, and interested community organiza- 
tions. During that week the members are urged to 
check the urine for sugar on all their own patients. 


NEW BUSINESS: George F. Tollefson, M.D. 
was voted into active membership. Janis Gallitis, 
M.D. and Alfred Gobeille, M.D., Jamestown, ap- 
plicants, were referred to the Censors. 

The secretary reported on the visit of the rep- 
resentative of the Temporary Disability Insurance 
Division, who urged the members to send the forms 
in early, to recheck diagnoses and convalescent 
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periods carefully and also said that all practitioners 
in Newport will be listed as impartial examiners, if 
they so desire. A hearty discussion led by Dr. Adel- 
son followed. The secretary was directed to write 
a letter of criticism to Dr. Millard, chairman of the 
Medical Advisory Committee on Cash Sickness 
Insurance, with a copy to the Administrator of the 
Department of Employment Security objecting to 
the inference that the diagnosis and convalescence 
written by the family doctor was wrong. It was felt 
that in Newport the family physician knew his 
patient far better than the impartial examiner, who 
saw the patient for only one visit. Comments re- 
garding unfavorable publicity given the doctors by 
the Journal articles discussing specific unemploy- 
ment cases by Selig Greenberg, were made. 

In the matter of routine public health postpartum 
visits, it was felt that occasionally the patient and 
doctors object to the visits. Dr. Sullivan made the 
motion, seconded by Dr. Adelson, that visits be 
made only if so requested by the doctor. 

Dr. Ceppi introduced mail-order literature dis- 
tributed in Jamestown sponsoring quack medicine 
in the cure of arthritis. He stated that samples were 
enclosed. The matter was referred to Mr. Farrell 
for investigation. 

The speaker was John E. Farrell, Sc.D., Execu- 
tive Secretary of the Rhode Island Medical Society, 
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who spoke informally on various state medical 
problems. He gave credit to Dr. Sullivan, President 
of the Rhode Island Medical Society in 1941, as the 
person providing the turning point in the develop- 
ment and improvement of the Society. Some of the 
highlights of his talk were as follows: 


Doctor Draft: Unless unexpected developments 
occur, the Priority I and IT physicians. now eligible 
will be taken into service by next spring. There are 
218 Priority III physicians listed in the state and 
those eligible in this group, on the basis of physical 
examinations, will be subject to call on an age basis, 
the youngest to be taken first. The reports on the 
recent physicals taken by Priority III physicians 
will be cleared through the New York office, and 
then reported back to local boards. It is the policy 
of local boards to clear with the medical advisory 
committee to Selective Service, headed by Dr. Her- 
man A, Lawson, regarding whether a physician is 
essential to any given community. The advisory 
committee has consultants in each district in the 
state, with Dr. Adelson representing Newport. 

Insurance : The physicians liability (malpractice ) 
insurance programs of the Society were reviewed, 
and group health and accident and proposed life 
insurance plans were discussed. 


Public Relations; The A.M.A. has taken no polit- 


ical position in the national election. The health 
continued on next page 
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plank of the Republican platform strongly opposes 
compulsory health insurance, while the Democratic 
plank expresses a modified view of the compulsory 
aims expressed previously by President Truman. 

Mr. Farrell also explained some of the problems 
of Physicians Service, the legal implications set 
forth in the recent opinion to the members on abor- 
tions and sterilization under the Rhode Island laws, 
emergency medical care programs in our district 
societies, and some of the problems in the future 
months. 

The meeting was adjourned at 10:30 p.m. 


Respectfully submitted, 
Epwarp ZAMIL, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held on Monday, November 3, 
1952 at the Rhode Island Medical Society Library. 
The meeting was called to order by the President, 
Dr. Frederic J. Burns, at 8:30 p.m. 

The minutes of the previous meeting were not 
read since they were to be published in the Rhode 
Island Medical Journal. 

The President announced that the Committee of 
Drs. Walter C. Gordon and Charles L. Southey had 
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submitted to the Secretary the Association’s tribute 
to the late Dr. Classen Mowry. 

The President announced that the members of the 
Association were invited to attend the Annual 
Meeting of the Rhode Island Cancer Society, at 
which Dr. Cornelius P. Rhoads of New York 
would be the speaker. 

The President awarded membership certificates 
to the physicians who were elected to the member- 
ship at the October 6th meeting of the Association. 


The guest speaker was Dr. Edward G. Waters, 
Division Chief in Obstetrics at the Margaret Hague 
Maternity Hospital of Jersey City, New Jersey, 
who spoke on “Ligation of the Uterine Arteries in 
the Surgical Treatment of Postpartum Hem- 
orrhage.” 


Dr. Waters’ preliminary remarks were mainly 
directed to a review of the anatomy and circulation 
of the female genital organs. He pointed out that 
the uterine artery was the major blood supply to 
the pelvic structures. He also stated that a tremen- 
dous increase in circulation occurs during preg- 
nancy and this increase is mainly due to a change 
in the size of the uterine artery. The reason for the 
increased flow through this artery is not known but 
Dr. Waters theorized that the changes brought 


about could well be due to hormonal influence. The 
, concluded on page 683 
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HERMAN A. WINKLER, M.D. 


Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 
Hours by appointment Call GAspee 1-4010 


MILTON G. ROSS, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
210 Angell Street Providence 6, R. I. 
GAspee 1-8671 


NATHANIEL D. ROBINSON, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 


DAVID J. FISH, M.D. 
Neuropsychiatry 
355 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
113 Waterman Street Providence 6, R. I. 


Telephone: Plantations 1-5759 


Hours: By appointment 


PROCTOLOGY 


THAD. A. KROLICKI, M.D. 
Practice Limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by appointment 
102 Waterman Street, Providence, R. I. 
Call JAckson 1-9090 


PSYCHIATRY 


GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 
Hours by Appointment Only 


Doctor may be reached after 5 p.m. daily, 
and weekends, at DExter 1-5398 
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blood flow through this artery is increased by ap- 
proximately 95 per cent. 

He listed the most common causes of early and 
late post-partum hemorrhages as follows : 

1) Uterine apnea 

2) Prolonged labor 

3) Retained placenta or placenta accreta 
’ 4) Blood dyscrasia such as thrombocytopanic 

purpura 

5) Inversion of uterus 

6) Fibroids © 

The most common causes of late postpartum 
hemorrhage were listed as 

1) Prolonged retention of decidus 

2) Initial retention of excessive amounts of 

decidua 

3) Thrombus formation 

4) Choriomas 

5) Epitheliomas 

6) Hydatiform moles 

In the treatment of postpartum hemorrhage, 
Dr. Waters clearly pointed out that only after all 
conservative measures have failed then his opera- 
tion for the ligation of the uterine artery is indi- 
cated. Dilatation and curettage is the usual method 
of choice in an attempt to control hemorrhage. The 
speaker felt very definite about the fact that vaginal 
packs are contraindicated in the control of post- 
partum hemorrhage. Hysterectomy for hemorrhage 
alone is rarely indicated. Dr. Waters described the 
operation of ligation of the uterine arteries as a 
very simple procedure and devoted considerable 
time on method of identification of those arteries. 
He also presented some typical cases of postpartum 
hemorrhage. 

The paper was discussed by Drs. Alfred Potter, 
Durkin and Fuhrmann. 

Attendance 87. 

Collation was served. 


The meeting adjourned at 10:15 p.m. 
Respectfully submitted, 
Micwaet DrMano, Secretary 


WITH THE ARMED SERVICES 


LT. JOHN TURNER II, Mc, U.S.N.R. 
U. S. Naval Submarine Base, New London, 
Connecticut 


LT. (j.G.) GIRARD F. NARDONE, mc, 
U.S.N.R. 


U. S. Naval Hospital, 
Portsmouth, Virginia 
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HELP WANTED... 


Yes, Doctor, your help is wanted to aid Physicians 
Service. 


Here are some of the things you can do... 


@ Speak to your patients and determine if they have 
health insurance coverage. If not, tell them about 
PHYSICIANS SERVICE. 


@ Group enrollments are available for persons where 


10 or more are employed. 


@ If you have a “lead” on a possible group enroll- 


ment, pass the word along to the executive office. 


@ Have literature available in your office about Physi- 
cians Service. Be informed on the program, and talk 


about it to your patients. It’s your Plan, too. 
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Dioptres . . . Light Intensity, and 
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+25. A precision head, metal, 
wafer thin, light. 

Otoscope Head in this set: Has 
new, brighter illumination, uses 
flashlight bulb .. . A big money 
saver. All metal head. Specula 
are nylon, black, non-breakable. 
Speculum holder has popular 
lazy-latch feature. Easy recti- 
linear adjustment. 


Set Lifetime Guaranteed. 


#1680 Center-Of-Beam Head- 
light. Field is seen not across light 
beam but directly through it. 
Result: bright, sharp, undistracted 
vision, superficially or in deep 
cavities. Adjustable for parallel, 
converging, diverging light beam. 
It’s featherweight, cool. Head- 
band: Plastic, contoured, wash- 
able, sanitary, tearproof. Oper- 
ates from low voltage, 6V., . . . 
safe . . . A.C. transformer or 
battery container. 


..- FOR LONG TERM SATISFACTION 


#900 Cautery Set (heavy duty) 
For office or hospital use. It's 
‘full-range’, rugged, dependable. 
Designed for convenience. Com- 
plete, self-contained. Has twin 
controls for safe, separate or 
simultaneous operation of lights 
and Cautery. Has searchlight 
pistol illuminator which is also 
usable on specula. Pistol and gyn- 
a-lite boilable. Switch lock for 
major surgery. Full scope Cautery 
tips available. This is the Cautery 
that is pted as ‘st d’. 


#710 Electricator. A simplified 
instrument . . . for all customary 
techniques of coagulation, desic- 
cation, fulguration. Features: 
Complete, no distracting foot- 
switch ... one handle . . . in-built 
button switch for finger-tip manip- 
ulation of current and applicator 
... variety of needle applicators 
for all purposes . . . plenty of 
power ... only two control knobs 
on control unit . . . dependable 
+ convenient .. . time saving 
. trouble-free . . . guaranteed. 
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BOOK REVIEWS 
concluded from page 677 


nutrition to an adequate response to trauma is pre- 
sented in 8! 

Of great value is the clear and concise manner 
in which the author groups and lists information 
of practical importance to the surgeon. For example 
his discussion of pheochromocytoma includes per- 
tinent history, pathology, the clinical picture, diag- 
nostic procedure, specific chemical tests, surgical 
technique and post-operative methods of preventing 
fatal vascular collapse. Diseases and tumors of 
other of the endocrine organs are discussed in the 
same practical manner. 

This reviewer has read Dr. Hardy’s book with 
pleasure and profit. Seldom will one find as much 
information in so small a space. 


Rosert R. BALDRIDGE, M.D. 


PRINCIPLES AND METHODS OF PHYS- 
ICAL DIAGNOSIS by Simon S. Leopold, M.D. 
W. B. Saunders Co., Phil., 1952. $7.50 


This is really an excellent text of Physical 
Diagnosis and is without doubt especially suited for 
the medical student who is beginning clinical med- 
icine. In the preface, the author states that one of 
his main objectives in preparing the book was to 
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eliminate attenuated and emasculated descriptions 
of clinical disease entities. This truly is a fault with 
most textbooks of physical diagnosis. Emphasis is 
placed instead on the physics of examination, 

Outstanding features are the many illustrations 
demonstrating the manner of examination, the 
autopsy illustrations on diseases of the chest which 
are taken from Norris and Landis Diseases of the 
Chest and the section on acoustics. 

Dr. Leopold has also done an excellent piece of 
work in correlating physical signs with the path- 
ological physiology and pathological anatomy of 
disease. 

DANIEL C. CALENDA, M.D. 
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ODORLESS NON-BARBITURATE TASTELESS 


Dasime SEDATION 334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


x Small doses of Chloral Hydrate 
(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 

; sedative. The patient becomes tranquil 

= and relaxed yet is able to 

maintain normal activity. 


HANGOVER 


7" gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 

eight hours. ‘‘Chloral Hydrate produces 

a@ normal type of sleep, and is 

rarely followed by hangover.”’* 

AVARABLE: Pulse and respiration are slowed in 
CAPSULES CHLORAL » the same manner as in normal sleep. 
HYDRATE — Fellows Reflexes are not abolished, and the 
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BLUE and WHITE 7/2 gr. aroused . . . awakens refreshed.”** 


CAPSULES 
bottles of 24’s DOSAGE: One to two 7'2 gr., or two to 


100’s HANGOVER. four 3% gr. capsules at bedtime. 


7% gr. (0.5 Gm.) 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore 


bottles of 50’s fe no depressant after-effects.”* 
Professional samples and literature on request 


pharmaceuticals since 1866 
20 Christopher St., New York 14, N. Y. 


MEDICAL MFG. CO. INC. 


688 
C — C OH 
| | | 
0 
Restful SLEEP 
Fellow 
— 
1. An Practice of Medicine (1950) 
mentuss, M. a: A Course In Practical Tmerapeutis (1948) 
3. Goodman, and Gilman, A.: The Pharmacological Basis of 
Therapeutics (1941), 22nd printing, 1951. 
a 4. Soliman, T.: A Manual of Pharmacology, 7th ed, (1948), 
and Usetul Orugs, 14th ed. (1947) 


SLAND 
OURNAL 


DECEMBER, 1952 


OF MICHIGAN 
Liu 21 1959 


MEDICAL 


A Merry Christmas 


ann 


A Happy New Year 


Since its founding on May 10, 
1876, Eli Lilly and Company 
has depended upon the 
physician’s prescription for the 
Reserv ed fe or sale of its ssid Information 
ee j on the therapeutic application 
the phys tcian ’s of Lilly 
channeled exclusively 
pr escr iption through the medical and 
closely allied professions. 
This policy, it is felt, has 
encouraged the public to seek 
competent medical advice 
and has discouraged 
self-medication. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


VOLUME XXXV,NO.1200 TABLE OF CONTENTS, PAGE 639 


ate 
H () D 
J 
/ 
\ 
lay 
— 
- 
“I 
4 
off 
\. 
: 


one 
the 
familiar sights 


ADRENALIN 


ADRENALIN (epinephrine, Parke-Davis) is available as: 
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